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SOME 


ASPECTS OF THE PATHOLOGY OF ANAEMIA 


I. THEORY OF MATURATION ARREST* 


L. J. WITTS, C.B.E., M.A., M.D., Se.D., F.R.C.P. 
Nuffield Professor of Clinical Medicine, the Radcliffe Infirmary, Oxford 


I have chosen as my subject “Some aspects of the 
pathology of anaemia” because the phrase recalls the 
title of my Goulstonian Lectures on the pathology and 
treatment of anaemia in 1932 and I thought it 
would be of interest in the present lectures to discuss 
how our ideas have changed since that time (Witts, 
1932). I shall, however, confine myself to the anaemias 
from deficiency of iron, vitamin B,,, and folic acid— 
in other. words, the hypochromic and megaloblastic 
anaemias, and I shall omit the haemolytic anaemias, 
about which much of what I wrote in 1932 was 
erroneous. Their elucidation is one of the most 
brilliant chapters of haematology ; indeed, the subject 
has expanded from a chapter to the two volumes of 
Professor J. V. Dacie’s (1960) invaluable book, The 
Haemolytic Anaemias, so that any remarks of mine 
would be completely nugatory. 

Hypochromic anaemia is a descriptive term, as Asher 
(1959) has emphasized, and it is not synonymous with 
iron-deficiency anaemia. There are other varieties of 
hypochromic anaemia, such as Mediterranean anaemia, 
pyridoxine deficiency, and the sidero-achrestic or 
refractory normoblastic anaemias, in which there is 
inability to synthesize haemoglobin in spite of a 
plentiful supply of iron (Dacie, Smith, White, and 
Mollin, 1959; Heilmeyer, 1959). Here, however, the 
only hypochromic anaemia I shall be concerned with 
is that from deficiency of iron. Of course, blood cells 
are not just made of iron, vitamin B,,, and folic acid. 
A large number of other factors are necessary for their 
manufacture, but these are not so closely concerned 
with blood formation, and even vitamin C, deficiency 
of which can sometimes produce striking alterations in 
the blood, can be regarded as acting through the con- 
version of folic to folinic acid. The generic name for 
the anaemias from deficiency of haematinic factors 
used to be the “ dyshaemopoietic anaemias,” but it has 
never become popular, perhaps because it is not 
euphonious rather than because of any disagreement 
with the theory from which the word was derived. 
Nevertheless, the first aspect of the pathology of these 
anaemias I should like to discuss is what we meant in 
the past and what we mean to-day by dyshaemopoiesis. 


The Theory of Maturation Arrest 


Haematology in the years immediately after the first 
world war was characterized by the development of the 


*The first of two Lumleian Lectures delivered before the Royal 
College of Physicians of London on April 11 and 13, 1961. 
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concept of the erythron and the increasing use of 
quantitative methods such as the determination of the 
blood volume and the total red-cell mass, and the 
measurement of the various red-cell constants such as 
the mean corpuscular haemoglobin concentration. 
Nevertheless, in 1932 it was still possible for me to 
write, ““ Haematology will not be an exact science until 
we can measure the red cells, which enter or leave the 
circulation in the 24 hours, with the same accuracy 
as we can measure the protein metabolism or the work 
of the heart.” We have made substantial progress in 
this direction but can as yet hardly claim that ours is an 
exact science. 

In a reaction against the tendency to attribute all 
unexplained anaemias to toxins and haemolysins it was 
postulated that the anaemia and the hyperplasia of 
the marrow in hypochromic anaemia and pernicious 
anaemia were due to a futile overgrowth and dysplasia 
of the marrow which was accompanied by a diminished 
output of cells. The analogy was with the hyperplasia 
of the thyroid gland in simple goitre from iodine 
deficiency. A similar hypothesis of maturation arrest 
was applied to agranulocytosis and thrombocytopenia. 
The idea that the haemopoietic cells could be frozen 
into immobility, like the attendants of the Sleeping 
Beauty, and could be magically restored to activity by 
the appropriate haemopoietic principle was a pictur- 
esque one. Other similes were the motor-car factory, 
with unfinished cars piling up for want of an essential 
component, and the training area from which no trained 
troops emerged because the soldiers had been equipped 
only with left-sided boots. 

Our Treasurer has justifiably poked fun at these 
similes and has shown that the theory of maturation 
arrest left many of the features of pernicious anaemia 
unexplained, particularly the slight icterus and the great 
increase in excretion of urobilinogen (Bomford, 1946). 
Moreover, it has now been pretty convincingly demon- 
strated that when thrombocytopenia and agranulo- 
cytosis are not due to aplasia of the marrow, they are 
due to increased destruction of platelets or white cells. 

The antiglobulin reaction or Coombs test, which was 
introduced by Coombs, Mourant, and Race in 1945, 
made it possible to demonstrate abnormal antibodies on 
the surface of the patient’s erythrocytes or in his serum 
in the acquired haemolytic anaemias. This was soon 
followed by evidence that acquired haemolytic anaemia, 
idiopathic thrombocytopenic purpura, and agranulo- 
cytosis might be regarded as sections of a continuous 
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spectrum of disease (Evans, Takahashi, Duane, Payne, 
and Liu, 1951). They may occur simultaneously or 
successively in the same patient. In all three disorders 
the marrow is hyperplastic, with an excess of immature 
precursors of the red cells, white cells, or platelets 
respectively, and there is a great diminution of mature 
forms. Ackroyd (1949) demonstrated a platelet antibody 
reaction in sedormid purpura, and Harrington and 
co-workers (1951) showed that plasma from patients 
with idiopathic thrombocytopenic purpura reduced the 
platelet count in normal subjects. It is now accepted 
that there is greatly increased destruction of platelets 
in idiopathic thrombocytopenic purpura (Ackroyd, 
1955). Similarly Moeschlin (1958) has described anti- 
leucocyte factors in agranulocytosis due to drugs and 
has shown that the injection of anti-leucocyte sera in 
animals will produce a marrow picture similar to that 
of amidopyrine agranulocytosis in man. This buttress 
of the theory of maturation arrest has therefore 
collapsed. 


Measurement of Red-cell Survival 


The increase in the number of blood transfusions and 
in the amount of blood transfused, which had started 
before the beginning of the second world war, sent 
us back to a reappraisal of Winifred Ashby’s (1919) 
method of measuring the life-span of the red cells by 
transfusing blood of a different but compatible group, 
and it was soon realized how great was its value. I had 
been interested in Schiodt’s (1938) observations on the 
regeneration of the blood after haemorrhage from 
peptic ulcer. Schiodt was the first person to treat these 
problems mathematically, and though his figure of 33 
days for the life of the red cells was wrong, his 
hypothesis that the normal destruction of the red cells 
could be explained either by the theory of longevity, 
according to which the red blood cells have a definite 
expectation of life and die when they reach a certain 
age, or by the theory of destruction, according to which 
a definite fraction of the red-cell population is arbitrarily 
destroyed every day, or by a combination of both 
theories, has dominated our ideas to the present day. 

We were fortunate to interest a mathematical friend, 
Mr. E. O. Powell, in the curves we had obtained with 
the Ashby method in Oxford, and he carried out the 
first, I think, of the mathematical studies of red-cell 
survival which have subsequently made the subject of 
erythrokinetics a playground for medical mathema- 
ticians and have tended to frighten away those of us 
who have no head for figures (Brown, Hayward, Powell, 
and Witts, 1944; Witts, 1950). In the Ashby technique 
the blood group is used as a marker. The introduction 
of less tenacious markers such as radiochromium ha: 
made the mathematics even more complicated. Never- 
theless, the ability to label the patient’s own cells with 
radiochromium, and to track them during life by scintil- 
lation counting, in their peregrinations through the liver 
and spleen as well as in the blood-stream, has greatly 
increased the amount of information which can be 
obtained from studies of red-cell survival (Aufderheide, 
1960; Belcher and Hughes Jones, 1960). This informa- 
tion can usually be translated into simple words and 
curves, and the subject need not really be terrifying. 
it has, in fact, been the keystone in our understanding 
of the haemolytic anaemias and the great new structure 
of knowledge to which I have just referred. We can 
now determine with considerable accuracy whether 
abnormal haemolysis is occurring, its extent, and 
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whether it is due to faults in the red cell or to abnor- 
malities in the plasma or the viscera through which it 
circulates. 

The normal human red cell has a life-span of 110 
to 120 days. Even in health not all the cells attain 
the allotted span of days, for the red cell, like man 
himself, may suffer accident. In disease the rate of 
destruction of the red cells may be increased by pre- 
mature senescence or by an increase of the accidents 
which we call haemolysis and which may affect the red 
cells independently of their age. The red cells of 
patients with pernicious anaemia have a much shortened 
life-span, only about half the normal. It is also 
probable that normal blood cells are destroyed 
abnormally rapidly when they are transfused into 
patients with pernicious anaemia (Berlin, Waldmann, 
and Weissman, 1959). This means that pernicious 
anaemia could be classified as a haemolytic anaemia. 
However, the rate of haemolysis is not so rapid as in 
acholuric jaundice or acquired haemolytic anaemia of 
comparable severity, so that haemolysis cannot be the 
whole story. 


Little work has been done on the longevity of the 
red cells in the anaemia of iron deficiency. We might 
expect from their departure from the ideal form and 
their fragile appearance that their expectation of life 
would be diminished. Mollison (1956) thinks that it 
is normal, and that is our impression from work in 
Oxford. One of the difficulties in studying the life 
of the red cells in hypochromic anaemia is to ensure 
that the anaemia is not due to persistent bleeding, which 
will of itself reduce the life-span of the red cell. Taking 
this precaution, Rasch and co-workers (1958) neverthe- 
less came to the surprising conclusion that the life-span 
of the red cells in the iron-deficiency anaemia of infants 
was reduced to almost half the normal value. Verloop, 
van der Wolk, and Heier (1960) reported a smaller but 
still significant reduction in the life-span of the red 
cells of women with hypochromic anaemia and iron 
deficiency. Clearly the last word has not yet been said 
on this subject. 


Measurement of Red-cell Production 


In a steady state of haemopoiesis, whether in health 
or disease, blood production balances blood destruction, 
and the red-cell-survival curve is therefore an indirect 
measure of the rate of blood formation. The direct 
determination of the rate of red-cell formation has 
proved more difficult. It has been attempted by studying 
the incorporation of isotopes in the newly formed red 
cells. The results which seem most reliable have been 
obtained by administering glycine labelled with '°N or 
“C, and studying the concentration of the isotope in 
the haem pigment in the red cells and the biliary 
pigment in the stools (Shemin and Rittenberg, 1946). 
When labelled glycine is administered some of it is 
incorporated in the haemoglobin of the red cells which 
are formed contemporaneously. The isotope is fixed 
in these cells and does not participate in the dynamic 
equilibrium of the body. When this particular cohort 
of red cells is broken down the isotope remains in the 
stercobilin which is derived from the haemoglobin and 
is excreted with it from the body. 

Unfortunately, the apparatus for estimating the con- 
centration of the isotope is expensive and complicated 
and the extraction procedures and measurements 
demand much skill. The total number of cases studied 
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by this method is small, too small perhaps for the 
important theoretical structure which has been built 
on the results. The curve of appearance and disappear- 
ance of the labelled haem pigment in the, red cells is 
just what we should expect from our previous studies, 
and analysis of the curves gives the same life-span 
of 110 to 120 days. The curve of pigment excretion, 
however, is surprising, for in addition to the expected 
peak of excretion of labelled stercobilin soon after 100 
days, when the cohort of labelled red cells has aged 
and died, there is an early peak of excretion of labelled 
stercobilin within a few days of the administration of 
the labelled glycine. This peak is considerably elevated 
in pernicious anaemia and indeed in a number of other 
anaemias such as congenital porphyria and Mediter- 
ranean anaemia (London and West, 1950; Grinstein, 
Bannerman, Vavra, and Moore, 1960). Unfortunately 
I have not been able to find a report of a patient 
with chronic iron-deficiency anaemia studied by this 
technique. 


Concept of Ineffective Erythropoiesis 


These studies with labelled glycine and particularly 
the demonstration of the early peak of pigment excretion 
have led to the conclusion that 10% of the stercobilin 
is derived from isotopically labelled precursors which 
are not the haemoglobin of circulating mature red cells. 
Going beyond this conclusion it has been thought that 
the red-cell population may normally be composed of 
two different fractions which undergo destruction at 
greatly different rates. Bile pigment may be formed not 
only from aged worn-out erythrocytes but also from the 
haemoglobin of erythrocytes which are destroyed in 
the bone-marrow before reaching the peripheral blood, 
or shortly after entering the circulation. This is the 
concept of “ineffective erythropoiesis” which has 
become a major element in our thinking about the 
maintenance of the red-cell level in health and the 
failure to maintain it in pernicious anaemia and iron 
deficiency. I must stress that ineffective erythropoiesis 
is still only a hypothesis, and other explanations have 
been offered for the shape of the curve of pigment 
excretion. 


Although the destruction of a proportion of the 
erythrocytes round about the time of their birth at 
first sight seems an odd phenomenon, this may be 
because of our habit of anthropomorphizing the cells 
and regarding them as little entities which are entitled 
to live out their span of days in the milieu interne. 
The body, however, uses cells as it thinks fit, if I too 
can speak in anthropomorphic terms, and makes them 
for the briefest of life-spans in other situations such as 
the surface of the stomach and intestine. It is probable, 
in fact, as I shall mention later, that ineffectual erythro- 
poiesis is one of the stabilizing mechanisms of the 
erythron which enables it to respond freely to the 
varying demand for circulating erythrocytes. 


Ferrokinetics 


The other method which has been used to measure 
the rate of blood formation is the administration of a 
tracer dose of radioiron (Huff, Hennessy, Austin, Garcia, 
Roberts, and Lawrence, 1950). The dose is injected 
intravenously and the rate of clearance of the radioiron 
from the plasma is measured. Most of the tracer dose 
subsequently reappears as haemoglobin in the red cells, 
and it is: usual to determine the percentage utilized for 
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red-cell formation and the time between the injection 
and the maximum daily rise of radioactivity in the red 
cells. From these data the fraction of the red cells 
renewed per day can be calculated, and the values 
obtained’for normal individuals are in good agreement 
with those of the other methods already discussed. In 
contrast to the use of labelled glycine, the use of radio- 
iron is technically easy and a large number of individuals 
have been studied. The difficulty lies in the interpreta- 
tion of the results, for iron is an element which is not 
limited to a single cycle of blood formation and its 
movements in the body are devious and involved. A 
number of supplementary data must be obtained to 
enable one to interpret a particular situation. 

It is believed that the plasma iron turnover is the 
best available means of assessing the amount of erythro- 
poietic marrow, and as there is, as we shall see later. 
little or no concrete evidence of maturation arrest, this 
means that the iron turnover is likewise a measure of 
total marrow activity. This is not the same thing, 
however, as saying that the iron turnover is a direct 
measure of effective blood formation. Indeed, the 
results obtained in disease are incompatible with such 
a view. In pernicious anaemia Clement Finch and his 
colleagues found that there was a dissociation between 
the erythropoietic indices derived from the reticulocytes 
and the red-cell radioiron utilization, which were sub- 
normal, and the indices derived from the erythroid- 
myeloid ratio, the plasma iron turnover, and the sterco- 
bilin, which were three to six times normal (Giblett, 
Coleman, Pirzio-Biroli, Donohue, Motulsky, and Finch, 
1956). In idiopathic hypochromic anaemia we found 
in our laboratory that, although the concentration of 
iron in the plasma was low, the plasma iron turnover 
was normal or increased (Bothwell, Callender, Mallett, 
Similarly, in Finch’s department both 
the plasma iron turnover and the reticulocyte produc- 
tion were found to be increased in iron-deficiency 
anaemia (Bothwell, Hurtado, Donohue and Finch, 
1957). 


Nature of the Dyshaemopoiesis in Pernicious 
Anaemia and Iron Deficiency 


The explanation of these findings is still rather 
speculative. In pernicious anaemia it would appear 
from the radioiron studies that the total marrow activity 
is increased to about three times normal but that only 
a third of the cells produced enter the circulation. In 
other words, the short-lived component of the red-cell 
population which is destroyed almost immediately after 
manufacture is greatly increased. With therapy the rate 
of erythropoiesis is not at first greatly altered ; what 
happens is a conversion from largely ineffective to 
effective erythropoiesis (Finch, Coleman, Motulsky, 
Donohue, and Reiff, 1956). In folic acid deficiency the 
pattern is similar but less striking (Sheehy, Rubini, Baco- 
Dapena, and Perez-Santiago, 1960). All this is in 
keeping with the clinical picture in the megaloblastic 
anaemias, the jaundice in relapse, and the correlation 
of the severity of the anaemia, the degree of hyperplasia 
of the marrow, and the height of the reticulocyte crisis 
on remission. It is also in keeping with the observa- 
tions with labelled glycine. 

The results in idiopathic hypochromic anaemia, which 
suggest erythropoietic activity within the normal range 
in spite of the anaemia, are hard to understand. They 
have led to doubt whether tracer studies with radioiron 
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are appropriate for the measurement of the rate of 
blood formation in anaemia due to iron deficiency. 
Pollycove (1959), who uses elaborate methods for 
studying the clearance of radioiron and its utilization 
in red-cell formation, finds that the mean red-cell life- 
span, as calculated from the daily haemoglobin synthesis, 
is shortened to 44 days in idiopathic hypochromic 
anaemia, but he suggests that this is largely due to the 
breakdown of maturing red cells within the marrow 
and that the life-span of the circulating erythrocytes 
is only slightly reduced. In other words, the anomalous 
findings in idiopathic hypochromic anaemia also are 
due to ineffective erythropoiesis. However, of this we 
have no collateral evidence from other techniques as 
we do for pernicious anaemia and folic-acid deficiency, 
nor is Pollycove’s interpretation supported by the 
observation that the bone-marrow responds to treatment 
with iron with intensified hyperplasia (Beutler, Drennan, 
and Block, 1954), 


The New Model of the Erythron 

In view of the difficulties with radioiron it may seem 
surprising that more work has not been done on the 
measurement of blood formation in health and disease 
by means of labelled glycine. However, there are 
fashions in scientific research as in the arts, and workers 
have tended to turn from these large-scale studies to 
the analysis of the successive enzymatic reactions 
whereby the nuclei of the blood cells and other cells 
are built up. But, quite apart from this, it has been 
learned that progress in biological research is likely 
to be more rapid if we can devise a model of the process 
under study, either a mathematical model such as 
Norman Bailey’s (1957) model for the study of 
epidemics or a physical model such as the electronic 
computers with which neurological research workers 
compare the brain. The devising of models based on 
the whole complicated structure of the blood, the blood- 
forming organs, and the body stores has proved unsatis- 
factory. For this reason the younger generation of 
haematologists have tended to confine their attention 
to the erythron itself and have been caught up in the 
study of what is called the kinetics of cellular 
proliferation (Stohlman, 1959). 

It is possible to label the erythroid cells with radioiron 
and the myeloid cells with radiosulphur, and all the 
haemopoietic cells can be labelled with radiophosphorus, 
tritiated (*H) thymidine, “C thymidine, and other 
potential constituents of the cell, so that autoradiographs 
can be prepared or the different components of the cells 
can be isolated and their radioactivity determined. By 
such methods it is hoped to discover the proportion 
of cells which differentiate and mature, the various 
levels of differentiation, and the duration of the mitotic 
and intermitotic cycles. In this way a model of the 
erythron can be devised (Lajtha and Oliver, 1960), and 
this can be used not only to help us to measure the 
rate of blood formation in health and disease but also 
to discover the nature of the disturbance in the cell 
generations in conditions such as pernicious anaemia. 

The main regulator of erythropoiesis is the rate of 
differentiation of erythroblasts from the stem cells 
under the influence of the hormone “ erythropoietin,” 
which is one of the main foci of haematological research 
at the present time (Gordon, 1959). Once the erythro- 
blasts have begun to differentiate it seems unlikely that 
the process can be arrested or that the rate of prolifera- 
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tion and maturation of the dividing erythroblasts can 
be greatly retarded. The weight of opinion is against 
the possibility of maturation arrest. However, the 
question is not yet finally resolved, and in Mediter- 
ranean anaemia it has been claimed that the rate of 
division of the later erythroblasts and the ripening of 
the reticulocytes are slower than normal (Salera, 
Tamburino, and Magnanelli, 1957; Baldini and 
Pannacciulli, 1960). 

A secondary regulator of erythropoiesis is 
intricate balance between cellular differentiation and 
ability to divide. Slight disturbance of this balance 
may enable the cells to mature more rapidly, and this 
mechanism may play a part in the prompt response to 
loss or destruction of blood. Any serious unbalance 
between cellular differentiation and ability to divide, 
which probably means between cytoplasmic and nuclear 
functions, may cause cell death at an early stage, and 
this probably corresponds to the process already 
described as ineffective erythropoiesis. Workers in this 
field likewise believe that some ineffective erythro- 
poiesis—not more than 10% —occurs in health but that 
the death rate or “abortion rate” of the red-cell 
precursors may be greatly increased in diseases such 
aS pernicious anaemia. 


the 


If we go back to our analogy of the car factory we 
can imagine that when there is a deficiency of vitamin 
B,., or folic acid large numbers of extremely defective 
cars are half made and promptly scrapped, and that the 
cars which are actually delivered are of poor quality 
and run for only 50,000 miles instead of 100,000 miles. 
This gives us quite a pretty explanation of the jaundice 

from the scrapping and the premature wear and. tear 
of the vehicles or red cells—and of the reticulocyte 
crisis; when the shortage of raw materials allows the 
scrapping process to be ended, the factory has so many 
completed vehicles on its hands that it turns them out 
before the paint is dry. In iron deficiency it must be 
assumed that the disturbance of red-cell formation is 
less profound and there is not enough neonatal or 
prenatal destruction of red cells to lead to jaundice. 
In addition, the survival of the red cells which enter 
the circulation is not necessarily curtailed. Nevertheless, 
in small animals like the rat, iron deficiency produces 
considerable hyperplasia of the marrow and reticulo- 
cytosis, and in the profound iron-deficiency anaemias 
which occur in pregnant women in Bengal the picture 
cen be quite like pernicious anaemia. 

These models and analogies must not be taken too 
seriously. The kinetics of cellular proliferation is a 
young science and there is still much controversy about 
basic facts such as the life-span of the granulocytes and 
the lymphocytes. We cannot explain the occurrence 
of normoblastic and megaloblastic hyperplasia of the 
bone-marrow from deficiency of vitamin B,,, folic acid, 
and iron as satisfactorily as we can explain the various 
stages and ways in which the synthesis of thyroxine 
may break down. Nevertheless, it does seem that hyper- 
plasia of the bone-marrow always implies increased 
activity, even though some or perhaps much of the 
activity may be fruitless, and the hypothesis of matura- 
tion arrest, which was so useful for a time while we 
were separating the dyshaemopoietic from the haemo- 
lytic and the aplastic anaemias, must now be abandoned 
or at any rate have its importance much abated. 


{The second lecture, with a list of references, will be 
pubiished next week.] 
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From the Children’s Department and the Department of 

Bacteriology, St. Bartholomew's Hospital, London, and the 

Air Hygiene Laboratory, Central Public Health Laboratory, 
Colindale, London 


In recent years attempts have been made in this hospital 
to prevent the nasal colonization of newborn babies by 
Staph. aureus (Cook et al., 1958 ; Manfield e¢ al., 1960). 
Babies who become carriers of staphylococci have been 
found, like adults, to be more liable to sepsis than those 
who do not become carriers. We now report the results 
of applying neomycin cream daily to the babies’ noses 
in addition to the use of hexachlorophane soap and 
dusting powder. These measures combined have 
produced a lower carriage rate and sepsis rate than we 
have achieved before. 


Methods 

Babies.—The babies were breast-fed. If breast- 
feeding did not become established the babies were 
taken to their mothers for a breast-feed with comple- 
ment or a_ bottle-feed. Babies and their mothers 
normally went home on the 12th day. 

Nurseries and  Staff—These were as described by 
Cook et al. (1958). 


Nursing Procedures.—After delivery the babies were 
bathed, using 2% hexachlorophane soap ; the cord was 
treated with industrial methylated spirit (95% methyl 
alcohol), liberally powdered with hexachlorophane 
powder, and the end sealed with collodion. On the 
second day the napkin area and face only were washed 
and the cord was treated with spirit and hexachloro- 
phane powder. On the third and subsequent days the 
babies were bathed and the cord was similarly treated. 
Hexachlorophane powder was also applied to the cord 
and napkin area when the napkins were changed. 
Neomycin cream (0.5%) was applied each evening to 
the babies’ nostrils. All staff used hexachlorophane soap 
for hand-washing but did not wear masks or gowns. 

Bacteriology —Noses were examined daily, except on 
Sundays, by rubbing a dry sterile cotton-wool swab six 
times round the inside of each nostril. Staphylococci 
which coagulated plasma in a tube were regarded as 
Staph. aureus. 

Results 

Nasal Carriage of Staph. aureus.—Of the 221 babies 
examined between May and December, 1960, 38 (17%) 
were found to be nasal carriers of Staph. aureus on at 
least one day, but 20 of them were carriers on one day 
only. Eight babies were carriers on two days and only 
10 babies had more than two positive swabs. Sixteen 
babies were carriers at their last examination before 
going home. 

Sepsis.—There were no serious infections. Eleven 
babies had mild sticky eyes. From five of these pneumo- 
cocci or a-haemolytic streptococci were isolated. Staph. 
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aureus Was isolated from three babies ; the eyes of three 
babies were not swabbed. One baby had a stye and 
three babies each had a single septic spot, Staph. aureus 
being isolated from the stye and two of the septic spots. 
The third septic spot was unswabbed. There was thus 
a known staphylococcal sepsis rate of 2.7%, or of 4.5% 
if the infection in the unswabbed eyes and unswabbed 
septic spot was assumed to be staphylococcal. Lesions 
were first noticed in the babies with known staphylo- 
coccal sepsis on the 4th, 5th, 7th, 10th (two babies), 
and 11th days. 

Relationship of Nasal Carriage to Sepsis.—Four of 
the six babies with known staphylococcal sepsis were 
nasal carriers, in each of whom Staph. aureus had been 
found in the nose before the appearance of sensis. There 
was thus a known staphylococcal sepsis rate of 10.5% 
among the 38 babies who acquired staphylococci in the 
nose (13.2% if the unswabbed septic spot is assumed to 
be staphylococcal) as opposed to a 1.1% sepsis rate for 
the 183 babies who did not become carriers (2.7% if,the 
three unswabbed eye discharges are assumed to be 
staphylococcal). 

Bacterial Air Counts.—Air sampling with a. slit- 
sampler showed that the number of airborne staphylo- 
cocci was very low. For 50 samples, each of 108 cu. ft. 
(3.058 cu. m.), there was a mean of 0.017 particle per 
cubic foot (0.600/cu. m.) carrying Staph. aureus. There 
were in all 7.14 bacterial particles per cubic foot 
(252/cu. m.) of air. Samples taken with a size-grading 
slit-sampler (Lidwell, 1959) showed that the staphylo- 
coccal particles had a mean equivalent particle diameter 
of between 13 and 14 microns, with a size distribution 
similar to that found in adult surgical wards (Noble, 
1961). This size was greater than that of 5 microns 
reported by Eichenwald et al. (1960) for airborne 


* particles carrying staphylococci in his nurseries. 


Discussion 


It is now clear that babies who become carriers of 
Staph. aureus in hospital run a greater risk of developing 
staphylococcal sepsis than those who do not become 
carriers. Among recent measures tried for preventing 
carriage, Gillespie et al. (1958) and Simpson ef al. (1960), 
in an extension of the same work, have reported on 
the use of hexachlorophane powder applied to the 
umbilical area and to the whole trunk of the baby. They 
found that these measures greatly reduced staphylo- 
coccal colonization of the babies, particularly of the 
skin and umbilicus, Nasal colonization was reduced by 
half, but some 40% of the babies left hospital as nasal 
carriers. There was a greatly diminished incidence of 
staphylococeal sepsis in infants and mothers. Jennison 
and Komrower (1961) used combined neomycin-chlor- 
hexidine nasal cream to reduce nasal colonization in 
newborn babies. They found an appreciable reduction 
in nasal colonization and in sepsis. Both groups of 
authors report trials in progress using a hexachlorophane 
powder and a nasal antibacterial cream. 

In our nurseries the present regime has been the most 
successful so far tested. When no special steps were 
taken all our babies became nasal carriers of Staph. 
aureus by the 12th day (Cooker al., 1958). The 
application of triple dye to the umbilical cord and 
washing the babies with a hexachlorophane preparation 
resulted in 46% of the babies reaching the 12th day 
free from nasal staphylococci. Staphylococcal sepsis 
occurred in 7.7% of the babies (Manfield et al., 1960). 
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In the present series 83% of the babies remained free 
from nasal staphylococci, and when nasal colonization 
did occur it was seen on only one day in more than 
half ‘of the carrier babies. Staphylococcal sepsis 
occurred in between 2.7% and 4.5% of the babies. It 
was of some interest that all the staphylococcal seps's 
occurred on the fourth day or later, and perhaps might 
not have occurred in babies discharged from hospital 
within three days of birth. 


Summary 

A reduced incidence of nasal carriage of Staph. aureus 
and of sepsis has been achieved in a newborn nursery 
by the use of hexachlorophane soap for bathing, treat- 
ment of the cord with spirit and hexachlorophane 
powder, and daily application of neomycin cream to the 
babies’ noses. Only 38 of 221 babies (17%) were nasal 
carriers Of Staph. aureus, and only 10 of these had 
more than two positive swabs. The sepsis rate in 
carriers was 10.5%-—13.2% as opposed to 1.1%-2.7%, in 
non-carriers. Sepsis was not recorded in any baby 
before the fourth day. 


We thank Dr. C. F. Harris for permission to conduct 
these trials, the sister in charge of the- maternity ward and 
her staff for their co-operation, and Miss Bridget Harrison 
for technical assistance. 


REFERENCES 
Cook, Josephine, Parrish, J. A., and Shooter, R. A. (1958). Brit. 
med. 1, 74. 
Eichenwald, H. F., Kotsevalov, O., and Fasso, L. A. 
Amer. J. Dis, Child., 100, 161. 
Gillespie, W. A., Simpson, K., and Tozer, Rosemary C. (1958). 
Lancet, 2, 1075. 
on ig R. F., and Komrower, G. M. 
89 


(1960). 


(1961). Brit. med. J., 

Lidwell, O. M. (1959). J. sci. Instrum., %, 3. 

Manfield, Pauline A., Shooter, R. A., and Lidwell, O. M. (1960). 
Brit. med. J., 1, 1098. 

Noble, W. C. (1961). J. Path. Bact., 81, 523. 

Simpson, K., Tozer, Rosemary C., and Gillespie, W. A. (1960). 
Brit. med, J., 1, 315. 





NASAL DISINFECTION IN PREVENTION 
OF POST-OPERATIVE STAPHYLOCOCCAL 
INFECTION OF WOUNDS 
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Staphylococcal Reference Laboratory, P.H.L.S., 
Colindale, London 


Considerable’ emphasis has recently been laid on the 
part played by nasal carriage of staphylococci in leading 
to post-operative wound infection and on various other 
aspects of hospital cross-infection. Elek and Fleming 
(1960) postulate: “ High nasal carriage rates in normal 
people combined with confined conditions in a hospital 
lead to a build-up of staphylococci in the surroundings : 
the noses of fresh individuals then become colonized 
in turn and void more staphylococci into the air and 
dust.... It is our belief that the crux of the problem 
lies in nasal carriage.” Other observations point in the 
same direction, Williams et al. (1959), in a survey of 

*Now at Wright-Fleming Institute of Microbiology, St. Mary's 
Hospital Medical School, London. 
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nasal staphylococci and sepsis in surgical patients, found 
that patients who were or became nasal carriers of 
staphylococci had three times as much post-operative 
staphylococcal wound sepsis as those who were never 
carriers, and that in roughly half the cases the sepsis 
was due to a staphylococcus of the same type as was 
found in the nose. Since many of the patients 
apparently became nasal carriers before they developed 
wound sepsis, it seemed possible that self-infection from 
the nose was important in the aetiology of septic lesions. 

If this were true then there would be sense in 
attempting to prevent the colonization by staphylococci 
of the noses of patients admitted to surgical wards of a 
hospital, and one might reasonably expect to find a 
lowering of the sepsis rate where such an attempt had 
been successful. Gillespie et al. (1959) included nasal 
disinfection as one of the measures examined in their 
attempts to prevent wound infection and considered that 
it had value, but they made several modifications in the 
ward routine during their studies. This paper describes 
an experiment in which nasal prophylaxis was the only 
control measure tried. 

Methods 


The patients were men and women admitted to the 
general surgical wards of two hospitals in a provincial 
town, the hospitals being combined and operated as a 
group hospital. Both routine waiting-list and emergency 
cases were included, but patients with open fractures 
or Operations on the rectum, anus, or genito-urinary 
tract were excluded, it being felt that the nature of these 
cases might predispose to sepsis. 

On admission or as soon after as possible each 
patient’s nose was swabbed, the swab being previously 
moistened with broth, and then a tube of nasal disinfect- 
ant cream was given to patients whose hospital number 
ended with an even digit, and a tube of control cream 
to those where it was odd. The tubes were identical 
in appearance and were labelled by a piece of adhesive 
tape on which “even” or “odd” had been printed. 
The identity of the odd and even tubes was not disclosed 
to the sister or nursing staff on the wards, and in fact 
was known only to the hospital pharmacist and bacteri- 
ologist until the study was over. 


A real attempt was made to apply either cream into 
the nostrils as soon as possible after admission, and this 
was usually done on the same day as admission. At 
week-ends, especially with emergencies, this was not 
possible, and patients admitted on Saturday afternoon 
or Sunday were not swabbed nor did they have the 
cream applied until Monday morning. In the case of 
waiting-list patients who were admitted in the afternoon, 
swabbing and application of cream took place next 
morning. 


The first few patients were given the tubes of cream 
and told what to do; but it soon became obvious that 
further instruction was required, and the routine adopted 
was to swab the nose, squeeze some cream on to the 
patient’s finger-tip, and then ask the patient to insert 
the finger in each nostril in turn and to spread the 
cream round the inside of the alae nasi. The patient 
was then instructed to insert the cream four times daily 
and if necessary to ask for a second tube. A second 
nasal swab was taken 10 days or so later, usually at 
the same time as a swab was taken from the wound. 

+The cream was “ naseptin,” containing chlorhexidine hydro- 
chloride 0.1% w/w, neomycin sulphate B.P. 0.5°% w/w, supplied 


together with the tubes of inert base by Imperial Chemical 
Industries Ltd. 
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Swabs, also moistened with broth, were taken of the 
surface of the wound, usually when the stitches were 
removed, but earlier if sepsis occurred, when it was the 
practice to repeat the swabbing at weekly intervals until 
the wound healed. If more than one wound swab was 
taken on account of sepsis, a further nasal swab was 
taken at the same time as each wound swab. The nasal 
and wound swabs were inoculated on to blood-agar 
plates and the swab tips were then broken off into 10 
ml. of 6% NaCl broth. The plates were incubated for 
24 hours and any coagulase-positive staphylococci 
isolated were further identified by phage-typing. The 
broths were incubated for 48 hours and subcultures 
made on to blood-agar plates. Staphylococci were dealt 
with as from the direct plates. 


No neutralizing agent was added to the broth cultures 
to inhibit the action of naseptin on the swab. Dr. K. G. 
Green, of Imperial Chemical Industries Ltd., in a 
personal communication, suggested the use of 0.5% 
ferrous sulphate in a lecithin/lubrol medium as a neutral- 
izer, but this was not found to be satisfactory. The 
procedure then decided upon was as follows. When 
the broths into which the naseptin swabs had been 
broken off were sterile after 48 hours, small inocula 
of staphylococci were added and the tubes reincubated. 
This routine was followed for about 300 swabs, and in 
all cases there was a heavy growth of staphylococci, 
thus showing that no significant quantity of naseptin 
cream was carried over. 

In all, 850 cases were admitted to the study between 
the beginning of January and the end of September, 
1960. Records were kept on a modification of the form 
used in the Public Health Laboratory Service (1960) 
survey and four variations of the state of the wound 
noted: (1) clean; (2) clean but infected—that is, a 
perfectly clean wound yielding pathogens on swabbing ; 
(3) septic but not infected—that is, a septic wound 
yielding no pathogens; and (4) septic and infected— 
that is, a wound showing clinical sepsis and yielding a 
pathogen. “ Clinical sepsis’ meant any deviation from 
normal healing and included stitch abscess, serous 
discharge, healing by granulation, and marginal 
erythema, but 51% of all the septic wounds showed 
frank discharge of pus. 


Results 


Of the 850 cases, 66 (7.8%) became clinically septic 
and infected, 163 (19.2%) were clean and infected, and 
16 (1.9%) were septic but not infected (Table I). The 
sepsis rate was thus slightly lower than that found in 
the Public Health Laboratory Service (1960) survey of 


TasLe IIl.—Incidence of Staph. aureus Sepsis and Infection in Relation to Nasal Carriers 
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TaBLe I.—Incidence of Sepsis and Infection Among 850 Patients 
No. y 


vA 
Sepsis with infection .. .. 66 .. 78 
‘ without ,, 7” és 16 4a 9 
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wound infection in England and Wales. The percentage 
of the septic cases yielding Staph. aureus (47.5%), 
either alone or with other organisms, was also lower 
(Table II). 


TaBLe I1.—Bacterial Species Found in Wounds 
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Since the naseptin prophylaxis was aimed only at 
controlling staphylococcal infection, sepsis due to other 
organisms has been ignored in the remaining analyses. 

There was practically no difference in the total Staph. 
aureus sepsis rate between the naseptin-treated group 
(5.0%) and the controls (4.6%) (Table IIIf). This is 
surprising because the naseptin seemed to be controlling 
nasal carriage to a large extent. Thus in Table III, 
346 (82.4%) of 420 treated patients either had Staph. 
aureus eradicated from the nose or their noses remained 
uncolonized. Only 49 (11.7%) acquired a staphylo- 
coccus or a new type of staphylococcus in the ward. 
For the controls the corresponding figures were 223 
(54.0%) and 120 (29.1%) of 413. Moreover, among the 
controls the incidence of sepsis was much lower in the 
non-carriers and those who cleared spontaneously—4 
(1.8%) of 223—than it was in the patients who acquired 
staphylococci—13 (10.8%) of 120. The same trend 


* could be seen in the naseptin-treated patients, but it was 


striking that of the 266 patients who were persistently, 
non-carriers 12 (4.6%) developed sepsis, compared with 
2 (1.1%) of 189 persistent non-carriers in the control 
group. Though the naseptin seemed to control nasal 
carriage, it did not reduce the sepsis rate to the extent 
that might have been expected. 

The incidence of symptomless wound infection is also 
shown in Table III. The treated patients had a slightly 
though not significantly lower rate than the controls, 
but, as with sepsis, the carriers had a higher rate than 
the non-carriers, 

Of the 21 naseptin-treated patients with wound sepsis, 
4 had staphylococci of the same type in nose and wound, 
three of them having acquired the strains in their noses 








Nasal Staph. aureus Naseptin-treated Controls 
Staph. aureus Symptomless Staph. aureus Symptomless _ 
On Subse- No Sepsis | Staph. aureus Sepsis No Sepsis Staph. aureus Sepsis 
Admission quently ” ————— | - - - — 
No ~% | No % No | % No Y 
266 12 | 46 11 4:2 | 189 2 1-04 7 | 3-7 
80 2 | 2:5 8:7 34 2 5-8 2 58 
Total non-carriers at . | | | ies j 
subsequent swabbing 346 | “ ] 40 | 18 5.) 223 ‘| 4 18 9 | 40 
{ + different } | ' | | 
type 12 1 | &3 2 16-6 25 = | 12:0 4 | 16-0 
ae 5 | 13-5 9 24-3 95 10 | 10:5 | 14 14-7 
n | + same type 25 | 1 | 40 4 16% 70 2 28 18 25:7 
Total carriers 74 7 93 15 20:2 | 190 15 7-8 36 18-9 
“Total patients | 420 21 5-0 33 78 | 413 i ae A 45 10°8 





* 17 patients who died before observations on sepsis could be made are excluded from this table. 
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after admission. Nine of the 19 control patients with 
sepsis had staphylococci of the same type in nose and 
wound, seven having acquired the strain in the wards. 
However, it should be noted that 18 of the 40 septic 
wounds were infected with staphylococci of type 52/80, 
and this strain also very commonly colonized the 
patients’ noses. 
Discussion 


No obvious benefit resulted from application of the 
disinfectant cream to the nose; the number of septic 
wounds in treated patients was practically identical with 
the number among controls, despite the facts that the 
nasal carrier rate was reduced by the treatment and that 
carriers had higher sepsis rates than non-carriers. 

There are several possible explanations of this 
apparent anomaly. The simplest would seem to be that 
the reduction in the carrier state was only apparent. 
The follow-up swabs were taken between one and a half 
and two hours after the last application of the cream, 
and such tests as were made seemed to demonstrate 
absence of sufficient carry-over to affect the cultures, 
but there may have been persistent colonization of some 
other area than that swabbed. This might explain the 
unexpectedly high sepsis rate in the non-carriers of the 
naseptin group. 

Alternatively, the anomaly could be explained by 
assuming that the wound infection was not derived from 
the nose but that both wound infection and nasal 
colonization were acquired from a common source. 
Then elimination of nasal carriage could not be expected 
to reduce the risk of sepsis, except in so far as it reduced 
the total number of sources of infection in the ward. 
In our wards the number of patients applying the dis- 
infectant cream at a given time was less than half— 
allowing for the numbers using the control cream, fresh 
admissions not yet using either, and patients not included 
in the trial, such as those with urinary operations, 
colostomies, etc., many of whom were certainly carrying 
staphylococci in their noses. 

The rationale of the nasal prophylaxis rests on 
observations, such as those of Williams et al. (1959), 
Weinstein (1959), and Colbeck et al. (1959), showing 
that nasal carriers experience a higher post-operative 
wound sepsis rate than non-carriers. It has to be added 
that other studies have failed to show any great excess 
of sepsis in carriers—for example, P.H.L.S. (1960) and 
extensive unpublished studies of Bassett et al. cited in 
Williams et al. (1960). In part the differences in 
experience probably derive from the differences in 
method. Thus in the P.H.L.S. survey a single nasal 
swab was taken at the time of admission, and the present 
study would also have shown no difference on this basis. 
In part the differences must also reflect differences in 
the place in which infection of the wound occurs: in 
the St. Bartholomew’s Hospital study of Williams eg al. 
(1959) ward infections were thought to be predominant. 
In other situations (including perhaps the present one) 
theatre infections seem to have been more common. 
Possibly also the characteristics of the infecting staphy- 
lococci are important. 

It is more difficult to assert that, even if carriers 
experience high rates of wound sepsis, the wound 
infection is derived from the nose rather than that both 
are derived from a common source. Williams et al. 
(1959) found that nasal colonization often preceded the 
wound sepsis, but without very frequent swabbing the 
time relation cannot be determined with any great 





certainty. In a situation where most of the infections 
occur at the time of operation, an association of sepsis 
with nasal carriage might often represent infection of 
the nose from the wound. In the present study both 
nose and wound colonization were very commonly 
observed together at the first post-operative swabbing, 
even though the majority of the wound infections were 
due to staphylococci acquired in the hospital. 

Attempts were made by Weinstein (1959) and by 
Gillespie et al. (1959) to control wound sepsis by nasal 
prophylaxis. Weinstein was quite unsuccessful. 
Gillespie and his co-workers claimed some success, but 
in their report they did not distinguish clinical sepsis 
from symptomless infection, and it may be significant 
that in our work there was a suggestion that symptomless 
infection, though not sepsis, might have been lower in 
the naseptin group than in the controls. Gillespie et al. 
observed their greatest reduction in wound infection 
when many other precautions as well as nasal prophy- 
laxis were used and, moreover, they treated all the 
patients in the ward. It may be that the effect of the 
nasal treatment was less on the individual patient than 
on the ward as a whole. 


It is curious that, in 49 patients, the use of naseptin 
was unable to prevent the acquisition of a Staph. aureus 
in the nose. In some of these cases it appeared that 
application of cream had been irregular. Some of the 
patients were elderly, some were hard of hearing, and 
a few were senile, and such patients could not be 
expected to remember to insert cream regularly let alone 
efficiently. A few patients, after operation, found them- 
selves with a rubber tube in their nasal passage to assist 
in the emptying of the stomach ; others had both arms 
immobilized by intravenous drip apparatus, also making 
application of cream difficult. Some of the failures were 
thus accounted for, but there is equally no doubt that in 
many cases the cream had been regularly and carefully 
applied, yet colonization was not prevented. 


In a further 25 cases the staphylococci present in the 
nose on admission were not eradicated. This may not 
have been so important, as often the strain in the nose 
on admission was not one of the strains usually found 
in surgical wounds. Nevertheless, prevention of coloniz- 
ation of the nose by staphylococci by application of a 
nasal cream, or the eradication of a staphylococcus 
already present, is not as easy as is sometimes suggested 
in the literature. 


Summary 


A controlled trial to test the effect of nasal disinfection 
with “naseptin” on the post-operative wound sepsis 
rate was made in 850 surgical patients. No influence 
on the rate was observed. 


Nasal carriers experienced a higher sepsis rate than 
non-carriers, especially among the controls ; in the latter 
nearly half the patients with sepsis harboured a staphy- 
lococcus of the same type in nose and wound. 

It is suggested that nasal colonization in a surgical 
ward is a measure of the staphylococcal contamination 
of the environment and may only be an indirect cause 
of wound sepsis. 


We are indebted to Dr. K. G. Green, of Imperial Chemical 
Industries Ltd., for his interest and co-operation in this 
investigation and for arranging the supplies of naseptin and 
the control cream; to the surgeons of the group hospital 
for permission to investigate wound sepsis among their 
patients ; and to the sisters and nurses of the ward concerned 
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for keeping records, controlling the issue of cream, and 
much other help without which the investigation would not 
have been possible. 
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There is little doubt that staphylococci from an infective 
process in a patient or member of the staff of a hospital 
can be transferred to another individual in the same 
environment, and so parasitize his nose or an open 
wound. The exact route followed by the organisms 
from the donor to the recipient has not yet been deter- 
mined, but it is probable that the first step in this 
process is transference of the organisms from the site 
of infection to the donor’s skin, clothing, and bedding 
or objects in his vicinity. That such contamination 
can occur has certainly been shown regarding strepto- 
coccal infection of wounds (Willits and Hare, 1941) 
and of the throat (Thomas and van den Ende, 1941), and 
in the particular case of staphylococcal infections it has 
been found that hospital blankets may be contaminated 
by Staph. aureus (Blowers and Wallace, 1955; 
Schwabacher et al., 1958), as may the floors of wards 
in which there are infected cases (Foster, 1960). There 
are also many other references in the literature to the 
presence of this organism on objects such as curtains and 
lockers in the vicinity of the infected cases. Neverthe- 
less, little is still known of the number of organisms 
likely to be found on the person and bedding and in 
the environment generally of such patients, or the type 
of infection most likely to produce heavy and persistent 
contamination. The studies reported in this paper form 
part of an attempt to throw further light on these 
matters. 
Methods 


Sampling.—For infected processes, an ordinary cotton- 
wool swab was employed to obtain some of the exudate. 
A similar swab was employed to investigate nasal carriage, 
both nostrils being sampled with the same swab. Speci- 
mens from the skin were obtained by rubbing somewhat 
larger swabs soaked in broth over a 5-cm. square, giving 
an area of 25 sq. cm. For each hand one swab only 


was employed, rubbed over both front and back of all 
the fingers and the thumb. Calculation showed that 
the total area sampled was about 150 sq. cm. The 
swabs, obtained as above, were rubbed over the whole 
surface of an agar plate. For the bedding, nightdress, 
or pyjamas, and the underclothing of ambulant patients, 
press-plates were employed, the fabric being sandwiched 
between the surface of the agar and a round wooden 
applicator (Ridley, 1959). The area investigated in this 
way was approximately 50 sq. cm. Sweep-plates 
(Blowers and Wallace, 1955) were employed for the 
outer clothing of the two ambulant patients, each plate 
being rubbed backwards and forwards the whole length 
of the garment. Specimens from the floor were obtained 
by the method described by Foster (1960), in which 
agar slabs, 50 sq. cm. in area, stiffened with bandage 
were applied direct to the floor and then returned to the 
lid of the Petri dish. 


Isolation of Staph. aureus-——-The medium employed 
for most of the estimations was ordinary nutrient agar, 
phenolphthalein phosphate agar (Barber and Kuper, 
1951), used in previous investigations, having been found 
to possess no marked advantages. It was, however, 
found essential to allow the plates to stand at room 
temperature for 24 hours after the initial overnight 
incubation to permit the colonies to acquire their 
characteristic colour. The number of Staph. aureus 
colonies on each plate was then determined. Two, 
and when there was any doubt many more, colonies 
were picked and saved for examination after sub- 
cultivation. Ability to produce coagulase was confirmed 
by the slide method, and the strains were preserved on 
agar in bijou bottles until they could be phage-typed. 
This was carried out for us by our colleagues Dr. W. D. 
Foster and Dr. Eva Letchner, employing phage suspen- 


“sions kindly supplied by Dr. R. E. O. Williams and Dr. 


Patricia Jevons, of the Central Public Health 
Laboratories, Colindale. 


Results 
Post-operative Infections 

The results obtained with 10 such patients are given 
in Table I. The areas sampled in the case of two 
patients were, in general, heavily contaminated, and it is 
perhaps significant that these were the only really severe 
infections in the series. None of the remainder was 
mild or trivial, but there was very little contamination 
in the case of four, while the remaining four had some 
contamination, the distribution of which was patchy. 

The surveys were all carried out on the third or fourth 
day from the time it had become evident that the wound 
was infected, but there was no indication that the con- 
tamination increased with the passage of time. Indeed, 
repeat investigations carried out with three patients 
(Table II) would suggest that it tends to remain 
stationary and then become less as the infection subsides. 

Although all the patients were under treatment with 
antibiotics it is evident that this had not eliminated the 
infection, for heavy growths of Staph. aureus were in 
all instances obtained from the wounds. It is evident, 
therefore, that chemotherar / does not, in itself, reduce 
the risk of contamination. 


Patients with an Infective Process Other than an Operation 
Wound 


Eleven patients were studied, and it will be seen from 
Table III that there was very little self-contamination 
when the organisms were derived from such conditions 
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as a bedsore, an ulcerated leg, or a boil, but there was 
very heavy contamination indeed when they came from 
secondary infections of certain dermatological conditions 
such as mycosis fungoides and eczema, from the sputum 
of cases with pneumonia, or from the faeces of the case 
with enterocolitis. It is obvious that patients with these 
conditions become much more heavily contaminated 
than do the majority of those with infection of wounds. 


Origin of the Contaminating Organisms 


There is no reason to doubt that most of the organisms 
found on the person and in the environment come from 
the infected focus, because the great majority of those 
found on the skin, clothing, and bedding had the same 
phage pattern as those isolated from the infection itself. 
There is, however, the possibility that a proportion had 
come from the nose, because all the most heavily con- 
taminated patients were nasal carriers. For this reason 
surveys were made of six nasal carriers in the same 
wards whose wounds had not become infected 
(Table IV). It will be observed that there was very 
little contamination—certainly much less than was 
obtained from ambulant carriers in preceding investiga- 
tions (Hare and Ridley, 1958; Ridley, 1959). This 
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disparity may well be due to the fact that hospital 
patients are not wearing their ordinary clothes and are 
possibly bathed more often. But there would seem 
to be little doubt that nasal organisms do not contribute 
very much towards the contamination of the patient or 
his environment. 


Sites Most Likely to Become Contaminated 


On the whole, it cannot be said that any one part of 
the bed, its contents, or its environment was more likely 
to become contaminated than other parts. But it is of 
considerable interest that, although the blankets are 
made of wool, are washed infrequently, and are not 
treated with antiseptics during the washing process, no 
Staph. aureus at all were isolated from those of six 
patients, and not more than three colonies from those 
of another five. The blankets used by four of the six 
carriers were also free of this organism. It would 
therefore seem that, although the blankets used by a 
patient with an extensive unprotected infection may be 
heavily contaminated, the fact remains that the blankets 
as a whole had so few Staph. aureus on them as to 
suggest that the importance of hospital blankets as a 
reservoir of staphylococci has been greatly exaggerated. 







































































TasLe I.—Number of Staph. aureus Isolated from Different Sites on Patients with Post-operative Infection of Wounds 
Phe ant ah Se aneireniis , 
— Fingers Legs : | py | Sheet Blanket Floor 
5 omg Nose | Hair | Face | Chest _— — ——— ang tea — “e ~*~ ay | Wound Site of Infection 
- i m } Le =. a | Top | Bot. | Top | Bot.| L. | R. | 
=a . 30 | 100 | 8 | 30 | 200 | » | SO, so | 0 | 100 | 0| 328| 4|100| 0| 9| | Laparotomy wound + 
j | | | | } | | _ colostomy 
2 x 0 5 2 | 350 | 150 | 200 0 | O | 900 15 6| 15 0 3 0} 20 co | Empyema 
3 2 wut, @ 2 1 | 1 2 0 7} 10 0 0 4 0 0 0 5 co Laparotomy wound 
4 0 0; 2] Oo oe 34 0 0 0 4 3 0 2 0 2 0 o | ‘i as 
5 0 | 0 | 7? © 60 1 0 3 12 Zz 10 1 60 1 1 0 0 ioe) Laparotomy wound + 
| | colostomy 
6i2 o| o 0 6 o| 3 6} 0 0 3 | 18] 40} 0} 60] 43! 60| | Thoracotomy wound 
7 0 Po 0 1 0 0 0 0 0 ei @ 0 0 0 0 0 re) re pe 
8 oF re i 1 0 0 0 0 0 2 0 1 0 0 0 — a a) Empyema 
9 0 0 0 0 0 0 0 , it ¢ 1 1 0 20 0 0 1 0 (os) | After operation for 
| | | | varicose veins 
10 1 0 0 0 0 0 0 0 0 | 0 0 0; oO 0; Oo 0 0 | © Nephrectomy 
Area sampled | | 
in sq. cm. | 25 25 25 25 150 | 150 25 25 50 50 50| 50} 50} SO] 59/ SO 
TABLE II.—Repeat Investigations on Patients with Surgical Infections 
| . 
" Fingers Leg . Sheet | Blanket | Floor 
sg Date Nose | Hair | Face | Chest —- | ———_ - —— | Pillow a 
— bs. }UR. L..| &. } Top ‘| Bot. | Top | Bot. L. R. | 
~ ¢| May 17| © | 30 | 100 | 8 | 30 | 200 | w | so | so 0 | 100 0/328 | 4 {100 | 0 | 0 | @ 
es). mel .« 40 | 100 30 30 30 15 60 50 100 | 50 20 | 200 1 ae ne oie 
|| June 15 L 2 1 3 0 0 I Sipe al 0 | 0 0 | 0 0 0 0 | 0 | 200 
(| Aug. 15| « o; s| 2 | 350 | 150 | 200 | 0 | 0 | 900 15 6 15 0 3 | ©.) ae |. a 
ee 30 3 0 0 0 0] oO 3 o| o}] 2 | Oo 0 0 1 et 2' 2 0 
| Sept. 29/ 3 | 14 fs ae a AS ee 1 >| € i) os 6 20 2 6 | 40 | 30 | 10 20 
g J| Mar. 16| 0 0 0 o} hy @ 0 o| o| 2 0 1 0 SC ae oo 
| Bes 25} 0 0 0 0 0 0 0 Cob ee ae a ss 8 WM Seat toad: Bie 
| } ' ! \ 








TABLE II1.—Number of Staph. aureus Isolated from Different Sites on Patients with Infections other than Operation Wounds 
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Ambulant Patients with Skin Infections 


In addition to patients confined to bed, two individuals 
with skin infections who were ambulant were also 
investigated, one of them on several occasions. The 
results are given in Table V. The first (J.) had persistent 
staphylococcal infection complicating dermatitis of the 
little and ring fingers of both hands. He was treated 
in a variety of ways, but at no time were dressings 
applied. Surveys carried out at intervals over a period 
of 18 months showed that many areas of his skin and 
clothing were heavily contaminated by organisms of the 
same phage type as those found in the lesions. For no 
very obvious reason the condition began to clear up 
in the summer of 1960, and the fingers were completely 
free of infection at the time of the last survey in Febru- 
ary, 1961, when no Staph. aureus were found anywhere. 
The second patient (P.) had mild furunculosis of the 
face which had not been treated. There was heavy 
contamination of his skin and clothing. 

Since it has been shown in previous communications 
(Hare and Thomas, 1956; Hare and Ridley, 1958 ; 
Ridley, 1959) that a proportion of nasal and perineal 
carriers may contaminate their skin and clothing quite 
heavily, it became a matter of importance to determine 
whether individuals with an infection constitute a greater 
or lesser hazard. For this reason, Table V includes the 
results obtained in surveys of the four most Heavily 
contaminated carriers so far encountered. Two (B. Y. 
and B. T.) were nasal carriers and two (H.N. and S. T.) 
were both nasal and perineal carriers. It is evident that, 
on the whole, carriers are less heavily contaminated 
than individuals with an exposed active infection. 


Discussion 
The results obtained in these investigations show 
clearly that, although patients vary considerably in their 
ability to contaminate themselves and their environment, 
no part of the patient himself, his clothing, his bedding, 
or the floor in his vicinity is likely to be free of 





Staph. aureus if his lesion is such that it causes any 
contamination at all. In consequence, the organisms 
may be conveyed to any person who touches any part 
of the bed and its contents, or who is downwind when 
contaminated fluff from the bedding, scales from the 
skin, or dried secretions from the lesions are released 
into the air as a result of friction or movement. 

In consequence, little is likely to be achieved towards 
preventing transfer of organisms from infected cases 
by employing measures such as replacement of woollen 
by cotton blankets and the use of antiseptics when 
they are laundered, and the treatment of floors by 
oil, because they deal with only a comparatively small 
part of the contaminated bed, its contents, and its 
environment. 


It therefore follows that complete isolation or segrega- 
tion of patients with lesions likely to produce severe 
contamination should, if possible, be the rule. But 
because few hospitals could undertake anything so 
drastic, it becomes necessary to establish a system of 
priorities so that whatever facilities are available can 
be used to the best advantage. 

Our results would suggest that the most dangerous 
patient is one whose infective process cannot be con- 
tained within some form of dressing. The four patients 
with exposed infections of the skin who were being 
nursed in hospital, the two individuals with less extensive 
but similarly exposed lesions who were ambulant, the 
two patients with staphylococcal pneumonia who were 
coughing up masses of sputum, and the patient with 
severe diarrhoea due to enterocolitis were all in this 
category, whereas patients with surface infections which 
could be dressed, such as a boil, a varicose ulcer, or a 
bedsore, were much less heavily contaminated. All the 


. cases of post-operative infection also had some form 


of dressing, and only two of these patients contaminated 
themselves to the same extent as did the non-surgical 
patients ; it is therefore of some importance that these 
were the only patients who had large amounts of exudate 
in their dressings. 


TasLe IV.—Number of Staph. aureus Isolated from Different Sites on Surgical Patients who were Nasal Carriers and 


whose Wounds were Free of Infection 
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Tas_eE V.—Number of Staph. aureus Isolated from Different Sites on Ambulant Patients with Skin Infections and on 
Symptomless Carriers 
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Summary 


Estimates were made of the numbers of Staph. aureus 
present on selected sites on the skin, clothing, bedding, 
and floor in the vicinity of patients suffering from 
various forms of infection by this organism. When the 
source of the organisms was a post-operative infection 
the numbers found were not large unless there was 
an unusually profuse discharge into the dressings. 
There was, similarly, little contamination when the 
organisms were derived from surface lesions, such as 
a bedsore, boil, or varicose ulcer, which, like the post- 
Operative infections, were covered with a dressing. 
But extensive and heavy contamination occurred when 
the source of the organisms was secondary infection of 
a widespread dermatological condition, pneumonia, 
or enterocolitis, in none of which was it possible to 
cover the lesions with a dressing. This suggests that, 
since self-contamination to any marked extent is likely 
to occur only when the organisms cannot be contained 
within a dressing, it is the latter type of case that 
should be isolated or segregated when only limited 
facilities for this are available. 


Our thanks are due to Dr. Eva Letchner for assistance 
with phage-typing, to Dr. W. D. Foster for the results 
obtained with one patient, and to the members of the staff 
of this hospital for allowing us access to their patients. 
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STAPHYLOCOCCAL SEPTICAEMIA IN A 
GENERAL HOSPITAL 
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There have been surprisingly few studies of staphylo- 
coccal septicaemia in hospitals in the United Kingdom. 
Some of the more important recent reports (all from 
overseas) have been those of Collins et al. (1956), Wilson 
and Hamburger (1957), Faber (1959), Finland eft al. 
(1959), Hassall and Rountree (1959), Faber et al. (1960), 
and Smith and Vickers (1960). In all these studies 
emphasis has been placed on the properties of the 
infecting organism, but attention is also drawn to the 
frequency and seriousness of septicaemia caused by 
Staph. aureus. Even this point, however, is not generally 
conceded. Thus Florey (1958), from a study in the 
New York Hospital of 11,670 patients admitted during 
a six-month period, did not find a single case of staphylo- 
coccal septicaemia, and concluded that staphylococcal 
infections in her special study were probably not of 
serious import. 








*Now at the Department of Pathology, the Royal Infirmary, 
Bristol. 


Present Investigation 

This paper gives an account of the incidence and 
prognosis of staphylococcal septicaemia as it occurred 
in a 360-bed general teaching hospital. The series 
carried a high mortality rate, and attention is drawn 
to the factors which appear to influence the incidence 
and outcome of the disease. 

Collection of Cases——The years 1950-8 were chosen 
for study. Care was taken to search for cases where 
the diagnosis was revealed only at necropsy. All cases 
accepted into the series had a history which was at least 
suggestive of septicaemia, and in addition grew a 
coagulase-positive Staph. aureus in pure culture from 
the blood either during life or after death. ll fatal 
cases showed at least two metastatic foci of staphylo- 
coccal suppuration. Several cases would have been 
missed had not necropsy reports and much post-mortem 
material been examined in addition to the patient’s 
clinical notes and laboratory blood-culture records. 
During the nine years the average bed complement was 
367, and the average number of annual discharges 
6,550. 

Incidence.—A total of 49 cases were found. Tables I 
and II summarize the annual incidence and age, sex, 


TasBLsp I.—Annual Incidence of Staphylococcal Septicaemia 




















No. of | No. of | No. of 
Year Cases Year Cases Year Cases 
1950... a 3 1953 se 2 1956 a 
1951 «9 sh 2 1954 ae: 4 1957 9 
a wa 3 1955 m 9 1958 7 

Taste II.—Age, Sex, and Mortality Ratios 
Age No. of Cases | Male Female | Deaths | Recoveries 

—_-— } 

0-10 rs 2 5 5 2 
11-20 1 1 0 0 1 
21-30 6 4 2 a 2 
31-49 12 5 7 11 1 
41-50 6 2 4 6 0 
51-60 8 3 5 7 1 
61-70 6 3 3 5 1 
71-80 3 | 1 2 2 1 

~ Total 49 2 28 40 9 





and mortality ratios. There appears to have been an 
increasing frequency of the condition since 1955. 

Mortality —The overall mortality was 40 deaths in a 
series of 49 (82%). The corrected ratio after excluding 
two home deaths and seven hospital transfers is 78%. 

Duration of Symptoms.—The patients who recovered 
were those admitted to hospital with a history of a few 
days’ duration only. All with a history of more than 
21 days died. The duration of illness in hospital varied 
from one day to over one year. 

Site of Primary Lesion—There was presumptive 
clinical evidence of the site of the primary lesion in 
37 cases: skin (non-surgical) in 13; respiratory tract in 


10; central nervous system in 6; bone in 3; genito-- 


urinary tract in 3 ; and cardiovascular system in 2. The 
nine recoveries included all three patients suffering from 
septicaemia with osteomyelitis. Involvement of the 
central nervous system or cardiovascular system was 
nearly always lethal and often clinically silent. 


TasLe III.—Relation of Blood-urea Level in Staphylococcal 
Septicaemia to Prognosis 














Highest Recorded No. of : | : 
Blood Urea Cases Died Recovered 

<100 mg./100 ml. 7 5 2 

101-500 is 11 11 0 
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Renal Disturbance.—In a pathological study of the 
fatal cases (Powell, 1959) non-suppurative renal lesions 
were noted to be extensive and severe, a finding that was 
supported by the clinical histories. Table III, although 
incomplete, shows this with reference to the recorded 
blood-urea levels. The use of these criteria under- 
estimates the frequency of significant renal damage, 
because accurate urinary records are not usually made 
in such gravely ill patients. Blood-urea estimations 


were not available in some instances where necropsy 





Fic. 1.—Case 22. Radiograph taken two days after admission, 
when blood urea was 100 mg./100 ml. Some infiltration is seen 


at right cardiac border. 





Bx 


Ggige § 


Fic. 2.—Case 22. Radiograph taken 42 days after Fig. 1. 
urea 132 mg./100 ml, 
pneumonitis,’ with the typical clear peripheral zone. This ap- 
pearance had resolved before the patient's death 20 days later. 


‘ Blood 
Showing the appearances of “ uraemic 
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disclosed extensive kidney damage (Powell, 1961). 
Clinical features of “ uraemia” were noted in five 
patients. The finding of an elevated blood-urea content 
in a patient suffering from staphylococcal septicaemia 
was a grave sign, as all patients with a blood urea 
exceeding 100 mg./100 ml. died. None of these cases 
was an example of septicaemia complicating an already 
established uraemia, but the septicaemia clearly ante- 
dated the onset of renal insufficiency. Four patients had 
chest radiographs, the appearances of which were similar 
to those of “ uraemic pneumonitis ” (Figs. 1 and 2). The 
tendency to mid-zone infiltration, found in association 
with uraemia, was often evanescent. 


Predisposing Factors 


Probably the most important grouping of the whole 
series, however, is that of 33 patients who were admitted 
to hospital on account of an already established septi- 
caemia and 16 patients who developed septicaemia after 
their admission to hospital. These 16 can be subdivided 
into a post-operative and steroid-therapy group. 

Surgery.—Nine cases followed surgery. Only one of 
these recovered. The operations and survival times are 
listed in Table IV. Two outstanding facts emerge from 
a study of these cases. First, only two had inherently 


TaBLe IV.—Operations Followed by Staphylococcal Septicaemia 








Operation Survival Time | Primary Condition 
1. Hysterectomy and bilateral 
salpingo-oophorectomy ... 27 days Menorrhagia 
2. Excision omphalo-mesenteric 
duct ae a i 5 Congenital abnormality 
. Cystectomy and ureteral trans- 
plantation .. oF “ ; aes Cervical carcinoma 
. Hysterectomy .. Recovered Metropathia 
Excision of scapula a 10 days Chondroma 
Repair of diaphragm .. ad a Diaphragmatic hernia 
Radical mastectomy .. on a Carcinoma of breast 
. Subtotal thyroidectomy ae a ss Thyrotoxicosis 
Partial gastrectomy .. - : Duodenal ulcer 











fatal primary conditions. The radical mastectomy for 
carcinoma of the breast was performed on a woman 
of 62 who was in excellent general health with no 
clinical (or subsequent post-mortem) evidence of 
metastases. Second, these staphylococcal septicaemias 
did not present as fulminating infections following on 
immediately after the operation. The histories showed 
that the patients made a good immediate post-operative 
recovery, remaining well and afebrile for several days 
before showing signs of septicaemia. These were not 
associated with clinically infected wounds. 


Steroid Therapy—Seven fatal cases of septicaemia 
are attributed partially, or entirely, to steroid hormone 
therapy. No cases are common to both the post- 
operative and the steroid group. The development of 
septicaemia probably did not shorten the lives of three 
patients who had acute leukaemia. Cortisone was 
initially life-saving in a child who collapsed soon after 
birth. The child showed features of adrenal hyper- 
plasia and pseudohermaphroditism. The remaining 
patients had conditions which were not giving rise to 
undue concern when steroid therapy was instituted— 
rheumatoid arthritis, a very dubious case of disseminated 
lupus erythematosus with little systemic illness, and an 
aplastic anaemia which for over one month had had a 
near-normal haemoglobin concentration. Two other 
patients were given steroids soon after admission for 
what appears to have been already established staphylo- 
coccal septicaemia. Both these patients died after 9 and 
11 days respectively. 
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Other Possible Predisposing Factors.—Other condi- 
tions found were: Two cases each of diabetes mellitus, 
rheumatic heart disease, congestive cardiac failure, and 
influenza ; and one case each of malignant hypertension, 
gastric ulcer with subacute “leak,” recurrent pyelitis, 
spontaneous abortion, varicose ulceration of leg, dis- 
seminated lupus erythematosus, and paraplegia following 
spinal injury. These conditions are additional to those 
already listed for which surgery was undertaken or 
steroids were administered. 

No predisposing factor was recognized in 18 patients, 
who comprised the younger age-group admitted to 
hospital with very severe acute infections of short 
duration. Several died soon after admission, but this 
group of 18 also contains seven out of the nine who 
recovered. The cases which are secondary (and which 
arise in hospital) carry the highest mortality (949). 


Discussion 

Incidence of Staphylococcal  Septicaemia. — 
McDermott (1956) pointed out the lack of comparable 
series of staphylococcal septicaemia for the present and 
pre-antibiotic eras, and concluded that there had been 
little, if any, increase in the numbers admitted to hospital 
with staphylococcal disease. Hassall and Rountree 
(1959) made such a comparison for the Royal Prince 
Alfred Hospital, Sydney, by quoting Kellaway ef al. 
(1928), who could find records of only 18 cases in the 
period 1910 to 1928. However, it is doubtful how 
accurate such comparisons can be. Finland et al. (1959) 
have reviewed their hospital’s records for selected years 
from 1935 to 1957. They found a striking increase in 
the incidence of bacteriaemias due to Staph. aureus and 
Gram-negative bacilli. Faber e¢ al. (1960) also described 
a significant recent increase. The present series does 
seem to indicate a rising annual incidence in one 
hospital, resulting from a greater number of hospital 
infections. Hassall and Rountree (1959) showed a similar 
increase in the incidence of patients infected outside 
hospital as well as in in-patients. 

Pattern of Staphylococcal Septicaemia.—Bradley, as 
early as 1876, divided septicaemia into two_ types. 
First, that arising de novo—* the septic material being 
manufactured by the patient himself.”. Second, septi- 
caemia arising as a result of direct inoculation from 
without. This division is particularly applicable to-day. 
There may well have been little change in the incidence 
of the first type, of what Bradley termed primary septi- 
caemia, but the problem of staphylococcal infection 
contracted subsequent to hospital admission is one of 
increasing importance. 

The patients who developed septicaemia while in 
hospital emphasize the importance of host factors in 
addition to the bacterial Two major causes of a 
lowering of host resistance were surgery and steroid 
therapy. 

Post-operative Septicaemias.—Clarkson (1958) may be 
partially justified in his contention that operating-theatre 
discipline has slackened in the past 25 years, but prob- 
ably more relevant is the fact that surgery is becoming 
steadily more complicated and radical, with many 
ancillary diagnostic and supportive procedures. The 
gravity of this state of affairs is underlined by the fact that 
in this series seven out of nine surgical septicaemias 
occurred in patients who were in a state of good general 
health pre-operatively and who survived the surgical 
trauma with minimal disturbance. That only one patient 
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should have survived under conditions where the earliest 
symptoms occur during medical supervision, and when 
antibiotics are given in liberal if not always appropriate 
dosage, is a pointed illustration of a breakdown of host 
resistance. 

Steroid Hormone Therapy.—The association of 
staphylococcal septicaemia as well as other bacterial 
infections with steroid therapy has now been recorded 
many times. It is thought there may be a masking of 
the usual features of infection occurring during steroid 
therapy. The symptoms and signs, however, in these 
patients on steroid hormones seem to have been just 
as striking and indicative of infection as in those to 
whom steroids had not been given. All these steroid 
septicaemias terminated fatally. 


Mortality 

A study of the mortality rates of staphylococcal 
septicaemia is in itself an interesting reflection of 
changing trends. Ryle (1948) either saw and recognized 
a greater proportion of mild cases than other clinicians 
or else he underestimated its gravity, because he thought 
a “reasonably optimistic prognosis is justified,” and 
described five severe septicaemias, four of which 
recovered. He concluded that multiple cardiac and 
cerebral metastases are probably always fatal, but 
pulmonary abscesses, even in great numbers, are con- 
sistent with perfect recovery. Mendell (1939), on the 
other hand, stated that the staphylococcus was “ the 
deadliest organism of general sepsis.” In Table V are 
given some of the “ pre-antibiotic ” mortality ratios. 


TaBLE V.—Pre-antibiotic Mortality 








Author | Cases Mortality | Rate 
Lowenstein (1931) {| . 78% 
oy; 
Neuhof et al. (1934) {| a agen een a 
Scott (1935) aa e 79°% 





Reimann (1936) 7 “| Hi 79% 
MacNeal and Frisbee (1936) 100 yy, 4 
Mendell (1939) és 35 83% 
Skinner and Keefer (1941) . a8 122 } 82% 


The use of antiserum and sulphonamides did little, if 
anything, to improve this grim position. An appreciable 
improvement during 1942-6 followed the introduction 
of penicillin. The Keefer committee, reporting on 91 
cases (Keefer et al., 1943), recorded the mortality rate 
to be less than 40%. Anderson (1945) reported a 
mortality rate of less than 30%. In the years following, 
the mortality rate returned to about 50% (Knight and 
Collins, 1955). Then, with the increasing proportion of 
penicillin-resistant strains, the mortality rate has reverted 
to the region of 70% (for example, Wilson and Ham- 
burger, 1957). These authors found that there was no 
difference in the mortality rates of those who had had 
initial blood-culture examinations, in those reported 
soon in the course of the illness, in those to whom early 
empirical chemotherapy had been given, or even to those 
who had received “correct” chemotherapy. Finland 
et al. (1959) found a fivefold increase in mortality 
between 1947 and 1957. In Hassall and Rountree’s 
(1959) series of 86 cases, 36 recovered, giving a mortality 
rate of 58%. However, the present series shows a 
mortality rate which is as high as most of the pre- 
antibiotic series. It is possible, however, that the figure 
is slightly exaggerated, because the search of post- 
mortem records and histological material lent itself to 
thoroughness, which favoured the finding of the fatal 








Aua. 5, 196) 


cases. It is quite likely, of course, that patients may 
have been appropriately treated before blood cultures 
could become positive or the septicaemia become florid. 
But series which have been compiled on clinical data 
only may well be incomplete. 


Summary 

Forty-nine cases of staphylococcal septicaemia, which 
occurred during a period of nine years in a 360-bed 
hospital, are described. Forty cases were fatal. 
Necropsy evidence must be sought when the incidence 
is being assessed. 

Septicaemia developed after hospital admission in 
16 patients, only one of whom recovered. Surgery and 
steroid therapy were the two most important factors. 

Attention is drawn to the frequency with which renal 
insufficiency may occur. 

A study of the mortality trends suggests that 
staphylococcal septicaemia, especially when contracted 
subsequent to hospital admission, has become or 1s 
becoming as lethal a hazard as it was prior to the advent 
of antibiotics. 


Some of this work was included in a thesis for the M.D. 
of the University of Edinburgh, and I thank the Dean cf 
the Faculty of Medicine for permission to publish. I also 
thank the consultants of the United Cardiff Hospitals who 
allowed me to see their patients and examine clinical 
records ; Professor J. Gough for ready access to pathological 
material ; and Dr. W. A. Gillespie for his criticism and help 
in the preparation of this paper. 
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contours for pure tones and normal threshold of hearing 
under free-field listening conditions (B.S.3383: 1961) follows 
closely the draft recommendations prepared by the Acoustics 
Committee of the International Organization for Standard- 
ization (I.S.0.). Copies of the standard may be obtained from 
the British Standards Institution, Sales Branch, 2 Park Street, 
London W.1 (price 4s. 6d., postage extra to non-subscribers). 
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Considerable changes have taken place in the technique 
of mitral valvotomy in recent years. In the earliest 
cases access to the valve was achieved via the left atrial 
appendage, and the stenosed valve was split by the 
finger or guillotine (Harken et al., 1948; Bailey, 1949). 
The use of a knife attached to the finger was introduced 
by Brock (Baker et al., 1950). In many cases a satis- 
factory split was impossible, owing to dense fibrosis, 
calcification, or the shape of the valve. To overcome 
these difficulties several types of valve dilator came 
into use. In 1954 Dubost performed valvotomy using 
a mechanical dilator through the atrium, and shortly 
thereafter Logan used a dilator by the transventricular 
route (Logan and Turner, 1959). In the same year a 
right-sided approach into the left atrium near the atrial 
septum was described, and may be indicated in cases 
where there are likely to be thrombosis of the appendage, 
concomitant tricuspid stenosis, other cardiac anomalies, 
or associated pathology in the right lung (Neptune and 
Bailey, 1954). In some centres mitral valvotomies are 
now being carried out by the open-heart technique 
using total cardio-pulmonary bypass (Bailey ef ai., 
1960; Bailey, 1960, personal communication). 

From time to time critical assessment of results by 
various techniques is indicated in order that one can 
weigh the successes and shortcomings of one method 
against the hazards and advantages of another. 

This paper describes the findings in two groups of 
patients submitted to different types of operation. In 
the first group the valvotomy was performed by the 
finger, or finger and Brock’s knife, and, in the second, 
using a dilator by the transventricular route. Although 
the numbers are small compared with some published 
series, it is hoped that more attention has been paid 
to detail than could be reasonably expected in iarger 
surveys. 

Material—The case records of 221 mitral valvo- 
tomies performed during the period 1951-60 have been 
reviewed. There were 19 (8.6%) operative deaths and 
15 (6.8%) late deaths. Of the remaining 187 patients, 
185 have been traced. All operations were carried out 
by one of us (K.F.). Three forms were compleied for 
each patient. Form 1 contained details of the pre- 
operative history, clinical findings, and special investiga- 
tions. The second form tabulated findings at operation 
and during the post-operative period in hospital. The 
third form was completed at the follow-up visit. 


Clinical Picture 
Sex-and-age Incidence-—Of the patients, 170 (77%) 
were female. The age distribution was as follows: 
10-19 years, 3% ; 20-29, 20% ; 30-39, 45% ; 40-49, 
30% ; 50 and over, 2%. 
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Degree of Dyspnoea.—It is most important that this 
symptom be recorded accurately. A satisfactory method 
of assessing breathlessness was found by questioning 
the patient carefully on the performance of several 
everyday activities—for example, ‘“‘How far can you 
walk on level ground before requiring to stop because 
of shortness of breath?” ‘How many steps can be 
climbed before breathlessness necessitates a stop ? ” 
Can the patient cope with all, or part, of her housework 
—for example, scrubbing, polishing, washing, carrying 
purchases, etc.? Is there any task the patient cannot 
carry out because of breathlessness ? Does paroxysmal 
nocturnal dyspnoea occur, and how many pillows are 
required at night? These findings were noted before 
operation in most of the patients in this series, and the 
same questions were asked at the follow-up review in 
order that some general idea of improvement or other- 
wise could be gained. 

Other Findings—A history of respiratory infections, 
haemoptysis, chest pain, palpitations, and oedema was 
sought and compared with the presence or absence of 
those symptoms after operation. 

Physical Signs ——The presence or absence of cyanosis, 
the quality of the pulse, apex beat, heart sounds, and 
murmurs were noted pre- and post-operatively and 
compared. In all patients chest x-ray examinations, 
screening, E.C.G. recordings, full blood counts, and 
blood culture were carried out before operation. 

Auricular Appendage Biopsy Results——Accepting the 
finding on histological examination of poorly or well 
formed Aschoff bodies as a positive biopsy, we found 
that 58% of the entire series came into this category. 

The E.S.R. (Westergren) was carried out at some time 
in the week preceding operation and correlated to the 
auricular biopsies obtained at operation. It was found 
that in spite of the histological evidence of rheumatic 
carditis the E.S.R. may be normal in about 80% of 
the positive-biopsy group in which data are available. 
The presence of a positive biopsy bore no relation to 
the prognosis. This finding is in agreement with that 
of Goodwin et al. (1955). 

Evaluation of the “Opening Snap.’—The opening 
snap is usually indicative of a pliant, diaphragmatic type 
of valve (Sellors et al., 1953). In most cases this was 
certainly true, but it is interesting to note that in 56 
instances where a funnel valve was present an opening 
snap was heard before operation. In 28 of these the 
deformity was considerable and 10 showed moderate 
calcification. 


Operative Technique and Findings 


In the first 150 patients of the series the valvotomy 
was performed through the left atrial appendage, using 
the index finger, or in some cases Brock’s knife, to 
achieve the split. Since August, 1957, a Tubbs dilator 
has been employed in 71 cases by the transventricular 
route. 

Estimation of Valve Size——If the forefinger could be 
passed into the valve orifice but the finger was tightly 
gripped by the valve, then the opening was adjudged 
to be just over 2 cm.; if the finger lay freely in the 
valve opening it was assessed at 2.5 cm.; if there was 
free mobility of the finger backwards and forwards 
within the valve it was regarded as fully 3 cm. in length, 
and, depending on the freedom of finger movement 
within the opening, 3.5 to 4.5 cm. This method of 
estimating the size of the valve is relatively accurate, 
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since all estimations were carried out by the same surgeon. 
The valve sizes before and after operation are shown 
in Table I. The much superior split achieved by the 
dilator is readily appreciated. It will be seen that 98.6% 
of dilator cases had a final valve size of 3.5 cm. or 
more. In the finger/knife series only 16.6% achieved 
a split of 3.5 cm. or more (Table I). 


TasBLe I.—Pre- and Post-operative Valve Diameters 

















Finger Knife (150) Dilator (71) 
Valve ee : postions 
Diameter Pre- Post- Pre- | Post- 
operative operative operative operative 

0-5 cm. or les: 17 -- Il 

1 cm. aS 80 — 30 ~- 
oe 36 1 21 os 
2 9 20 6 — 
2:5 4 | 56 1 — 
3 _ 48 1 1 
3-5 °° 3 2 1 12 
. ae 1 2 _ 24 
45, -— 1 -- 34 








| 





Presence of Thrombus.——Thrombus was present in 
33% of cases and varied in size from small adherent 
to free ball thrombus. In four cases thrombus in the 
atrium or appendage caused fatal operative emboli. 

Calcification Calcification of the valve was present 
in 38%. It varied from subendocardial nodularity to 
gross spicule formation. In general the more severe 
the calcification the less satisfactory the split. This was 
certainly true in the finger/knife group. When the 
dilator was used calcification did not prevent a satis- 
factory split in the great majority of cases; indeed, 
no such case had a split of less than 3.5 cm. There was 
one instance of operative death due to calcific embolism. 





Degree of Regurgitation Pre- and Post-operatively.— 
Mitral incompetence at operation was classified as 
slight, moderate, or marked. The commonest site was 
at the posterior commissure. In assessing the degree 
of incompetence with the finger, after valvotomy, one 
must bear in mind that the force of contraction of the 
heart may be diminished owing to the operative inter- 
vention; consequently the true magnitude of the 
regurgitant jet may not be accurately estimated. The 
cases with regurgitation are classified in Table II. There 

Tasie If.—Pre- and Post-operative Regurgitation 











| Slight | Moderate | Severe | Total 
Pre-dilator series (150): | ; 
Before operation 23 (153%) | 5(3-3%) 3 (2%) 31 (20-6%) 
After 37 (24:6%) | 10 (66%) 3 (2%) 50 (33-2%) 


Dilator series (71): 
Before operation 


9 (12:6%) 5 5368) 1(1-4%) | 13 (18-2%) 
After 7 1(1 


4% 
23 (32-4%) | 4%) | 31 (43-7%) 





is a greater tendency to regurgitation after the use of 
the dilator. This risk must be accepted if one is to 
achieve a larger split in a high percentage of cases. 
The regurgitation is nearly always slight in extent, and 
it has been shown that such small degrees of incom- 
petence are clinically insignificant and at the most may 
produce an audible systolic murmur. In time most of 
them tend to diminish, and many become non-existent 
(Bailey, 1959 ; Mason, 1960). Table II shows that the 
production of moderate or severe incompetence is no 
more likely to follow the use of the dilator. 


Mortality 


Operative Deaths—There were 14 deaths in the 
finger/knife series and five in the dilator series 
(Table IIIf). All deaths from haemorrhage occurred in 
the early cases and resulted from the difficulties 
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TaBLe III.—Operative Deaths 





Finger/Knife Series Dilator Series 
(14) (5) 





Haemorrhage as oa +s 4 

Congestive cardiac failure Pa 4 —_ 
4 
1 


Embolus: 
Cerebral ae 
Aortic bifurcation - oa 
Sudden death 14th post-operative 
ay ee es St ey — 
Torn cusp ea i “ — 3 











associated with a small, friable, or awkward appendage. 
No death from post-operative haemorrhage occurred. 
One-third of the deaths were due to embolus. The 
complication of torn cusp was due to unawareness that 
the instrument should not be used, at least in the first 
attempt, to its maximum capacity. This error occurred 
in the early cases, and there have been no deaths from 
torn cusp in the last 50 valvotomies ; for this reason 
regurgitation due to torn cusp has not been included in 
Table II. 

Late Deaths——There were 15 late deaths, all in the 
pre-dilator group ; details are given in Table IV. Five 
patients were found to be suffering from moderate or 


TaBLe IV.—Details of Late Deaths 





Cause of Death | Contributing Factors Time after Operation 





Cong. card. failure | Mitral incompetence 


eT) * eon 9» Within one year 
— 90 

Cerebral embolus 
Cancer of colon 
Cong. card. failure 


Cong. card. failure 


7 
Thrombus in auricle J 
} 


Mitral incompetence During second year 

Mitral incompetence 

i. = During fourth year 

Cerebral embolus 

Cong. card. failure a 

Cong. card. failure ys ? 

Mitral regurg. and tri- 
cuspid incompetence 

Severe mitral stenosis 
at necropsy 

Thrombus in ane During eighth year 





Thrombus in append ; > 
? During sixth year 


During seventh year 


” ” 





Cerebral embolus 








severe mitral incompetence and should not have been 
operated on—four died within the first two years and 
the fifth during the seventh year. Two had incompetence, 
inadvertently induced during the valvotomy. One case 
restenosed and would have benefited from reoperation. 


Results 


All patients were questioned and examined by two 
observers. The follow-up sheet was substantially the 
same as the pre-operative form, but note was taken of 
such features as pregnancies since operation, earning 
ability, digitalis requirements, and the patient’s own 
assessment of the operative result. 

From the facts discovered at the follow-up the 
examiner classified the results as excellent, very good, 
good, slight improvement, no improvement, or worse. 
In most cases the patient’s assessment and the examiner’s 
were in agreement. No case with fibrillation was 
accepted as excellent. In a few instances the examiner’s 
assessment was a grade lower than the patient’s. The 
results recorded here are based on the examiner’s 
assessment. 


Taste V.—Results of Mitral Valvotomy in 100 Patients After 
Six Months and After Four to Nine Years 





No | 


























Time Slight 

of Improve- | Improve- | Good Lath Exc. | Dead 7 
Assessment ment ment 

6 months a 4 3 18 47 24 4 — 
4-9 years* 3 6 18 30 14 13 14 




















* Two cases not traced. 


C 


Results in First 100 Cases.—In these, the pre-dilator 
series, the results at the end of six months had 
fortunately been carefully recorded. An attempt has 
been made to compare the early results with the results 
after four years or more. Comparison of the assessment 
at six months with the final assessment shows a distinct 
move towards a less satisfactory category. At six 
months 89% are in the good, very good, or excellent 
category, but at the end of four to nine years only 
62% are still in this group. 

Results in Entire Series-——The ultimate result of any 
operative treatment cannot be assessed until after the 
passage of a long time. One must therefore be content 
to review cases from time to time and hope that worth- 
while conclusions can be drawn from such observations. 
With this in mind the results of the whole series were 
assessed during the space of a few weeks, and an attempt 
has been made to correlate the result to the size of 
split achieved at operation. The time interval between 
assessment and date of operation varied from six 
months to nine years (Table VI). With a split of 2 cm. 


TaBL_e VI.—Final Assessment (Six Months to Nine Years) of 202 











Patients* Surviving Operation Compared with Size of 
“Split”? in Finger/ Knife and Dilator Series 
Worse : | 
Split or No Phen ll Good to | Reopera- Late 
cm. Improve- ane Excellent tion Death 
ment 
4cm.+ — _- 6 — oo 
a5. ah — es 38 eat eee 
25 + 2 1 54 9 4 
i, + 1 5 49 10 8 
0-1 cm. — 2 6 1 3 














* Two cases not traced. 


or more 85.2% of the cases were in the good to excellent 
grade. When the split was less than 2 cm. only 64.7% 
were regarded as good to excellent. Similarly, 26.7% 
of the late deaths occurred in cases with a split of 2 cm. 
or more, while 73.3 % of the late deaths were in patients 
with a split of under 2 cm. Of the 121! survivors of 
the pre-dilator series 89 (73.5%) were in the good to 
excellent category after three to nine years. All 66 
survivors of the dilator series were in the good to 
excellent category after six months to three years. 
Effect of Auricular Fibrillation on Results—There is 
a higher operative mortality and less chance of a satis- 
factory result in cases with pre-operative auricular 
fibrillation than in those in sinus rhythm (Table VII). 


TaBLE VII.—Results at Six Months to Nine Years Related to 
Pre-operative Rhythm (221 Patients*) 
































Mortality =” — ‘i 
m- m- ery 
Opera- Lat Worse prove-| prove- Good Good Exc. 
tive — ment | ment 
Sinus rhythm 
166 cases 
(75-:8%) . . 5:4% | 7:2% | 06% | 1:8% | 84%] 12% 28-4% | 36:2% 
Fibrillation 
53 cases 
(242%)... | 188% | 75%] 19%) — 5-7% | 198% | 46:3% — 





* Two cases not traced. 


The operative mortality in cases with pre-operative 
fibrillation is 18.8% compared with 5.4% for those in 
sinus rhythm. Furthermore, 66.1% of cases with 
fibrillation are assessed in the category good to excellent 
compared with 76.6% of cases in sinus rhythm. These 
findings are in agreement with other published series 
(Baker et al., 1955; Diveley et al., 1958). It is note- 
worthy that fibrillation does not seem to be a major 

















342 Aua. 5, 1961 
contributory factor to late deaths: 7.5% of cases with 
fibrillation as against 7.2% of those in sinus rhythm. 

Influence of Valvotomy upon the Mitral Diastolic 
Murmur.—From the clinical data available it was 
possible to ascertain in 162 cases whether the final size 
of the valve bore any relation to the abolition of the 
pre-operative diastolic murmur. It was found that 
when the final size of the valve was 4 cm. or more the 
diastolic murmur disappeared in 67.2%, of cases (Table 
VIII). In those with a final valve size of less than 4 cm. 
the diastolic murmur disappeared in 10.9%. 


TasLe VIII.—Final Valve Size Related to Presence of Diastolic 
Murmur (Assessed at Six Months to Nine Years) 


Valve Diameter | Diastolic Murmur 


MIT RAL VAL VOTOMY 





at |— - 
End of Operation | Present Absent 
2:0 cm 4 . 
WS és 33 $ 
0" 29 2 
5 7 24 7 
40" 10 16 
y © 10 25 
Total 110 52 





Reoperation—Repeat valvotomy was required in 
21 cases (10%). In the light of recent work (Belcher, 
1958, 1960) most of these must be regarded as instances 
of “ false” restenosis. The transventricular route using 
the dilator was found to be satisfactory in all cases and 
a good valvotomy was accomplished. The need for 
reoperation became apparent in most cases beween 
three and five years. Doubtless a number of the earlier 
cases will yet require further surgery. 


Summary 


The case records of 221 mitral valvotomies have been 
reviewed. All cases except two have been traced, seen, 
and assessed. 

Two different operative techniques provided two 
series of cases—the finger or finger/knife technique for 
the first 150 cases, the dilator by the transventricular 
route for the remaining 71. 

The final valve size was 3.5 cm. or more in 98.6% of 
cases where the dilator had been employed. Where the 
finger or finger/knife technique had been used only 
16.6%, had a final valve size of 3.5 cm. or more 

The operative mortality was lower in the dilator series. 
Death due to embolus was three times more common 
in the finger/knife series. The lowered incidence of 
embolus is due to the dilator entering the valve orifice 
from below and thus causing less disturbance of the 
calcification, which, when present, is normally found 
on the superior aspect of the valve leaflets or fused 
commissures. 

Early results are compared with late results in the 
first 100 patients. Results are reviewed for the series 
as a whole. Although it is perhaps early to be certain 
of the late results in cases where the dilator has been 
used, it is encouraging that, so far, all survivors from 
this operation are in the “good” to “excellent” 
category. The influence of auricular fibrillation on the 
operative mortality and prognosis is discussed. 


We wish to acknowledge the secretarial assistance given 
by Miss E. McLean. 
REFERENCES 
Bailey, C. P. gee rs ous. 15, 377. 
—- (1959) 


t bid., 35, 
—— Zimmerman, J., he “Likoff, W. (1960). Ibid., 37, 543. 


BrITIsH 
MEDICAL JOURNAL 


ome, C, Brook, R. R. C., and Campbell, M. (1950). Brit. med. J., 
- —— (1955). Ibid., 2, 983. 

Belcher, J. R. (1958). Brit. Heart J., 20, 76. 

—— (1960). Lancet, 1, 181. 

Diveley, W. L., Daniel, R. A., Scott, H. W., and Foster, J. H. 
(1958). Ann. Surg., 614 

Dubost, C. (1954). Presse méd., 62, 253. 

Goodwin, J. F., Hunter, J. D., Clelland, W. P., Davies, L. G., 
and Steiner, R. E. (1955). Brit. med. J. 2, 573. 

Harken, D. E., Ellis, L. B., Ware, of and Norman, L. R. 
(1948). New Engl. J. Med., 239, 

Logan, A., and Turner, R. (1959), tom 2, 874. 

Mason, G. A. (1960). Acta chir. scand., Suppl. 253, p. 15. 

oe W. B., and Bailey, C. P. (1954). r thorac. Surg., 28, 


Sellors, T. H., + a D. E., and Somerville, W. (1953). Brit. 
eM i & 2 








RHEUMATIC MITRAL VALVE DISEASE 
IN THE ELDERLY 
INCIDENCE FOUND AT NECROPSY 
BY 


T. HARGREAVES,* M.B., B.S., B.Sc. 


From the Department of Morbid Anatomy, King’s College 
Hospital and Medical School, London 


The incidence of mitral valve disease in elderly patients 
is much higher than is commonly realized. Some 
clinical studies—for example, those of Baker and 
Musgrave (1947), Cookson (1949), Kaufman and 
Poliakoff (1950), Appel and Kossmann (1951), and 
Hebbert and Rankin (1954)—have emphasized the 
relatively large number of cases of mitral valve disease 
in elderly patients. Hammond and Platts (1960) have 
drawn attention to the numbers of patients over the age 
of 60 who were found at necropsy to have mitral valve 
disease. Varying figures have been recorded concerning 
the incidence of rheumatic mitral valve disease found 
in patients over the age of 50, based on post-mortem 
studies: Cabot (1926) gives a figure of 33%, Boas and 
Fineberg (1926) 34%, and Coombs (1924) only 9%. In 
the clinical series of Brenner (1934) and Coombs (1924) 
the percentage of patients with mitral valve disease over 
the age of 50 varied from 6 to 10%. The suggestion, 
therefore, is that the diagnosis of mitral valve disease 
is missed in elderly patients. 

In view of these varying figures it was decided to 
determine the incidence of mitral valve disease found 
at necropsy in patients over the age of 50 during the 
13-year period 1947 to 1959 in a general hospital. 


Methods of Survey 


A total of 2,086 necropsies in patients over the age 
of 50 were carried out in this period. The diagnosis was 
based on thickening or deformity of the valve cusps and 
shortening of the chordae tendineae. In all the cases 
stenosis of the valve was found, and in nearly all there 
was calcification of the valve. For the sake of 
completeness the number of cases of mitral valve disease 
in subjects under the age of 50 was also determined. 

King’s College Hospital is a general teaching hospital 
with no special geriatric facilities, A limited amount 
of cardiac surgery is performed, but there is no special 
tendency for patients to be referred specifically for this 
treatment. 


°Now | at ‘the Department of Chemical Pathology, the School 
of Medicine, Leeds. 
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Results 


A total of 2,686 necropsies were performed on patients 
over the age of 1 year during the 13-year period 1947 
to 1959. These included the 2,086 on patients over the 
age of 50, of whom 64 (3.1%) had mitral valve disease. 
The distribution of the disease in the different age- 
and-sex-groups is shown in Table I. In the older age- 
groups mitral valve disease was found in 4.4% of women 
and 2.2% of men over 50. The incidence in each 


TaBLB I.—Incidence of Rheumatic Mitral Valve Disease Found at 
Necropsy from 1947 to 1959 


















































All Cases Male | Female 
Age of | No. Mitral No. | Mitral No. Mitral 
Patient of Disease of Disease of Disease 
Necrop- ——|Necrop-|———— | Necrop- —- 
sies | No.| % sies | No. % sies | No.| % 
1-9 54 0 34 0 20 0 

10-19 40 3 7:5 26 1 3:8 14 2 14:2 
20-29 66 5 76 41 3 7:3 25 2 8-0 
30-39 163 19 | 11-7 98 7 71 65 | 12 18-3 
40-49 277 24 8-6 165 9 5:5 112] 15 13-4 
50-59 531 30 5-6 344 | 14 41 185 | 16 8-9 
60-69 791 23 2:9 481) 10 2:1 311} 13 42 
70-79 581 10 1:7 344 3 0-9 237 : 2:9 
804 183 1 0-5 75 0 108 1 0-9 
Total 2,686 | 115 43 1,608 | 47 2:9 1,077 68 63 











group is higher than that given by the Registrar-General 
(1958). For the purpose of this paper we shall consider 
only patients aged 50 and over at the time of death. 

Cause of Death.—Death was attributed to mitral valve 
disease in 27 of the 37 women over the age of 50 who 
came to necropsy. In the other 10 cases it was due 
to an unrelated cause—six as a result of cerebrovascular 
accidents and four from myelosclerosis, carcinoma of 
the bladder, carcinoma of the colon, and motor neurone 
disease, Death was attributable in part to mitral valve 
disease in 20 of the 27 men. In the remaining seven 
it was due to haematemesis from a duodenal ulcer, 
uraemia, pneumococcal septicaemia, carcinoma of the 
stomach, carcinoma of the bronchus, aortic aneurysm, 
and cerebral haemorrhage. In the 47 patients dying 
from causes thought to be directly related to mitral 
valve disease, the cause of death was congestive cardiac 
failure (8 males, 13 females), myocardial infarction (4 
males, 2 females), multiple emboli (2 males, 2 females), 
acute left ventricular failure (2 males, 2 females), 
bacterial endocarditis (2 males, 1 female), pulmonary 
embolus (1 male, 1 female), post-valvotomy (1 male, 1 
female), pulmonary vein thrombosis (1 female), and 
bronchopneumonia (4 females). 


Valve Lesion 


In all the cases the valve lesion was due to rheumatism 
and was classified as mitral stenosis or mitral 
incompetence. The cases of mitral stenosis were 
divided into mild, moderate, and severe, corresponding 
to an orifice of 1.5 by 0.75 cm., 1 by 0.75 cm., and 0.5 
by 0.3 cm. respectively. Table II shows the age-and-sex 
distribution of the severity of involvement of the mitral 
valve. 

TaBLe II.—Degree of Mitral Valve Disease 



































Mitral Stenosis Mitral 

Age Mild Moderate Severe Incompetence 
M F M F M F M F 
50-59 1 2 5 2 4 8 4 4 
60-69 3 3 3 5 2 4 2 1 
70-79 2 3 0 2 1 1 0 1 
80 + 0 0 0 1 0 0 0 0 





The aortic valve was affected by a rheumatic process 
in 12 out of 27 males. In three cases the valve was 
severely stenosed (admitting the tip of one finger). In 
two of these patients, aged 52 and 54, there was severe 
stenosis of the mitral valve also. The aortic valve was 
affected in 11 out of 37 women. The valve was severely 
stenosed (admitting the tip of one finger) in three patients 
aged 64, 69, and 74. The one aged 69 had severe 
stenosis of the mitral valve. 

The tricuspid valve was dilated in four men, and in 
two of these it was associated with mitral incompetence. 
In the female series there was dilatation of the tricuspid 
valve in four cases and thickening or stenosis in three. 
The stenosis was severe in one patient aged 52. 

The association of the valve lesions and _ their 
distribution in the various age-groups is shown in Table 
III. From these results it will be seen that extensive 
rheumatic valvular involvement is compatible with 


TaBLe III.—Age Distribution of Mitral and Other Valvular 
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M.S. = Mitra] stenosis. A.S. = Aortic stenosis. T.S.=Tricuspid stenosis. 
M.I.= Mitral incompetence. A.I.= Aortic incompetence. 
survival to old age. Cabot (1926) concluded that most 
patients with pure mitral stenosis died between 30 and 
40, and that those with combined aortic and mitral 
stenosis died between 50 and 60. 

Of the 17 patients who died from causes unrelated 
-to mitral stenosis, 11 had mitral stenosis alone, five had 
aortic and mitral stenosis, and one had _ mitral 
incompetence. Four of these cases, each one having 
pure mitral stenosis, were unsuspected during life. Of 
these four, two had mild and two had a moderate degree 
of mitral stenosis. All other cases in the series were 
diagnosed before death. 


Findings in the Series 


Active Rheumatism.—All hearts were routinely 
examined at necropsy for Aschoff nodes and scars of 
Aschoff nodes. Sections were taken from the mitral 
valve ring, the posterior wall of the left atrium, and at 
random from the myocardium. Aschoff nodes were 
found in one case, but scars of Aschoff nodes were not 
found. This incidence is much less than that reported 
in other series, De la Chapelle, Graef, and Rottino 
(1934) found Aschoff nodes in 33% of cases over the 
age of 40 with rheumatic heart disease. 

Heart Weight.—In all cases, except two, the weight 
of the heart was above the normal limits for the patient. 
The exceptions were pure mitral stenosis in a man of 
78 and a woman of 71. The average weight of the 
male hearts was 555 g., and of the female hearts 508 g. 


Heart Chambers.— Gross dilatation of the left atrium 
was found in six women: five were in the 50-59 age- 
group and one was 69. Five of these patients were 
recorded as having had auricular fibrillation. Gross 
dilatation of the right atrium was found in one case, 
that of a man of 67 with a moderate degree of mitral 
stenosis. The left ventricle was hypertrophied in 44 
cases. Not all of these had hypertension or multiple 
valvular disorganization. 
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Emboli.—Embolic phenomena were recorded during 
life in five men and eight women. Emboli were found 
at necropsy in these 13 cases. The emboli were situated 
in the cerebral vessels in eight cases, in the renal vessels 
in 10 cases, in the splenic vessels in two cases, and in 
one case each in the mesenteric and the femoral vessels. 
Of these 13 cases with embolic phenomena, antemortem 
thrombus was found in the left atrium in six; one 
case had subacute bacterial endocarditis. Auricular 
fibrillation was present in 11 of the 13 cases, including 
all those with cerebral emboli. Two occurred after mitral 
valvotomy and four patients were ambulant at the time 
of the embolism. In five men and nine women there 
was evidence of pulmonary infarction. This incidence 
is higher than that in a younger age-group. 

Bacterial Endocarditis—This was present in four 
cases. In one woman a Staphylococcus aureus infection 
developed after valvotomy. Another patient, a man of 
53, first presented with signs of subacute bacterial 
endocarditis at the age of 48. The other two cases had 
involvement of the aortic valve and developed mycotic 
aneurysms of the sinus of Valsalva. All cases were 
recognized during life and were in the 50-59 age-group. 
Fulton and Levine (1932) found 15 patients over the 
age of 50 among 111 with subacute bacterial endo- 
carditis, Zeman (1945) reported 18 cases of subacute 
bacterial endocarditis in patients aged 60-87 ; 10 of these 
occurred in patients with rheumatic heart disease. In 
the present small series, one patient was treated success- 
fully for five years before death, but the infection 
recurred ; the others died in spite of intensive antibiotic 
therapy. 

Rheumatic Fever.—A history of rheumatic fever was 
obtained in 19 cases; recurrent attacks of rhcumatic 
fever occurred in 5 of these. A history of chorea was 
obtained in eight patients. The age at which rheumatic 
fever or chorea was said to have occurred is shown in 
Table IV. 


TaBLeE IV.—Age at Onset of Rheumatic Fever 
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Pregnancy.—There is a record of 12 of the 37 women 
in this series having borne altogether 27 children. This 
figure is rather lower than that of other series, but this 
may be due to incomplete documentation. Boas and 
Perla (1925) found that in a series of 46 patients over 
the age of 50, all with mitral stenosis, 30 women had 
borne 119 children. It is still commonly taught that 
women with mitral stenosis should not have children 
because of the adverse effect of pregnancy and the strain 
of bringing them up. It seems that in some cases of 
uncomplicated mitral disease pregnancy has little effect, 
as is shown by the numbers of these patients living to 
old age. Bunim and Appel (1950) could find no 
significant difference in the life-histories of 169 rheumatic 
mothers and 215 rheumatic childless women. 


Symptoms 
Shortness of breath on exertion was the presenting 
symptom in 12 out of 28 men. In women over the age 
of 50 it was the presenting symptom in 22 cases. 
The earliest age of onset was in a woman of 50 who 
had had dyspnoea for 24 years. Two women, both aged 
74, had rapidly progressive dyspnoea of less than one 


year’s duration. Seven males and six females had no 
significant dyspnoea. Of 18 males and 24 females with 
congestive heart failure, 14 males and 22 females had 
auricular fibrillation. 


Four patients presented with angina pectoris, but all 
had atheroma of the coronary arteries. 


Signs 

Mid-diastolic Murmur.—Mid-diastolic murmur was 
recorded in 13 men and 17 women. Four cases of 
mitral stenosis were not diagnosed during life. In the 
other cases there was sufficient subsidiary signs for a 
diagnosis to be made. 

Auricular Fibrillation—This was present in 16 men 
and 24 women. Of these, 11 men and 18 women were 
in congestive cardiac failure. Thus five men and six 
women had auricular fibrillation but no congestive 
failure. Most observers state that auricular fibrillation 
precipitates congestive cardiac failure Cookson (1949) 
believes that the onset of auricular fibrillation appears 
to be a turning-point in the life-history of patients who 
have suffered little or no handicap from mitral stenosis 
with normal rhythm up to middle or late life. In this 
series, however, seven patients had auricular fibrillation 
but no congestive failure. Conversely, five had con- 
gestive failure but there was no record of their having 
auricular fibrillation. Only one of these, a man of 76, 
had a raised blood-pressure (210/100). Thrombus in 
the left auricle was found at necropsy in two patients 
who had no clinical record of auricular fibrillation ; one 
was a woman of 74, the other a man of 56. 


Hypertension.—A blood-pressure greater than 150/90 
was found in 8 (29%) men and 14 (36%) women. In 
30% of the cases the diastolic blood-pressure was 
greater than 100 mm. Hg. The figure of 34% is similar 
to that obtained by other authors for the incidence of 
hypertension in elderly patients with mitral disease. 
Horns (1944) found hypertension in 31% of his patients 
over the age of 45; Baker and Musgrave (1947) found 
38% in patients over the age of 50. Appel and Kossmann 
(1951) gave a lower figure of 12.6% in 71 cases ; Boas 
and Fineberg (1926) found 52.1% in 46 patients over 
the age of 50. Levine and Fulton (1928) found a blood- 
pressure greater than,150/100 in 58% of patients over 
the age of 45 and have emphasized the frequency of 
hypertension in older patients with mitral stenosis. 
Anginal pain was recorded in four men and six women ; 
three of the women and one man had blood-pressures 
in excess of 150/90. All these cases were recorded as 
having atheroma of the coronary vessels. 


Discussion 


Mitral stenosis is compatible with normal life until 
old age, and is often associated with complete freedom 
from symptoms. Usually the course of mitral stenosis 
is described as follows. The patient, usually a woman, 
presents with increasing dyspnoea in her early thirties 
and then dies in congestive cardiac failure after a few 
years of steadily increasing dyspnoea. In this series, 
which is representative of a general hospital, this type 
of case is in a minority. Some do present with this 
picture, but many live until middle age. The reason 
why some do live until old age is not yet clear. 

White and Bland (1941) suggested the following 
reasons: (1) relatively mild mitral stenosis, (2) rheumatic 
fever late in life, (3) quite careful living, and (4) ancestral 
longevity. 
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In the present series the degree of mitral stenosis was 
often severe, even in old patients, so that the first 
postulate is not strictly true. 


With regard to the age at onset of rheumatic fever, 
in 27 cases this averaged 13.4 years. The series is only 
a small one, but this figure does not support the theory 
that late onset of rheumatic fever is a factor in the 
survival of people with rheumatic heart disease until old 
age. Appel and Kossmann (1951) found that the average 
age at onset of rheumatic fever was 21.5 years in their 
series of 71 patients. This contrasts with the natural 
history of the disease as described by Cohn and Lingg 
(1943). These authors thought that a mild infection or 
an attack of chorea was the reason for longevity. 


Most of the patients in this series had led normal lives 
although many were incapacitated by shortness of breath 
in their later years. Only three patients, aged 50, 54, and 
54, had been in congestive failure for more than 10 
years. In most cases the onset of shortness of breath 
or of congestive cardiac failure was a late occurrence 
and may be related to the onset of auricular fibrillation 
as suggested by Cookson (1949). 

Other suggested causes for longevity in mitral valve 
disease are hypertension, the absence of auricular 
fibrillation—suggested by Kossmann and Connor (1942) 
—and-involvement of the mitral valve only (Cabot, 
1926). The figures given above do not suggest that 
longevity is due to any of these causes alone. 

One surprising feature was the absence of Aschoff 
nodes, although each heart was examined for their 
presence. This contrasts with the figures of de la 
Chapelle et al. (1934), who found Aschoff nodes in 33% 
of patients dying over the age of 40. 

The significance of these findings is that patients with 


severe mitral valve disease can live to old age and not. 


have symptoms referable to mitral stenosis. We do not 
know the reason why some people live to old age. One 
of the more important considerations is the prognosis 
after mitral valvotomy. Many factors must be 
considered—for example, the presence of pulmonary 
hypertension—but it may be that some cases have an 
as yet undiscovered fault in the myocardium, and this 
is why they acquire symptoms at an early age. It is 
these patients who are subjected to mitral valvotomy. 
We do not yet know why some patients develop 
pulmonary hypertension. This may be due to a 
mechanical effect of stenosis of the valve or there may 
be an underlying myocardial defect as well. It is 
probable that survival to old age is due to a variety 
of factors, some of which cannot be determined by 
present investigational methods. 


Summary 


The incidence of mitral valve disease found at post- 
mortem examination in patients over the age of 50 is 
reviewed. In a 13-year period 2,086 necropsies were 
performed in patients over the age of 50. Of these, 
64 (3.1%) had mitral valve disease: in 47 (73%) 
of them death was thought to be due directly to that 
condition. In four cases the presence of a mitral valve 
lesion was not suspected during life. 

The heart was enlarged in 62 (97%) cases. Gross 
dilatation of the left atrium was found in six cases and 
gross dilatation of the right atrium in one case. Active 
rheumatism was present in one case. Emboli were 
found in 13 (20%) cases at necropsy. 


A history of rheumatic fever or chorea was found 
in 27 (42%) cases. Twelve of the 37 women had borne 
altogether 27 children. 

Shortness of breath on exertion was the presenting 
symptom in 34 (53%) cases. A mid-diastolic murmur 
was present in 30 (47%) cases. There was a record of 
auricular fibrillation at some period during life in 40 
(63%) cases. A blood-pressure of greater than 150/90 
was recorded in 22 (34%) cases. 

The possible causes of longevity in mitral stenosis and 
the significance of the findings in relation to valvotomy 
and its prognosis are discussed. 


I thank Professor H. A. Mangus for his interest and 
advice in the preparation of this paper. 
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“All planners of new hospitals in Great Britain are 
interested in the design of central sterile supply departments, 
which have, of course, been common in North America 
since before the second world war. Although Americans 
and Canadians are still including these departments in their 
new hospitals, they have pointed out that, just at a time 
when Europe is beginning to be interested in them, they 
are expecting the eventual replacement of these departments 
by commercial pre-sterilization. In British eyes it is now 
thought to be an inopportune time to establish central 
syringe services because the Ministry itself has arranged 
contracts for disposable syringes, and pre-sterilized non- 
disposable syringes also are obtainable commercially. A 
number of firms, as you know, in this country now provide 
pre-sterilized disposable gloves and dressings, and the 
Americans and Canadians feel that sterilization commer- 
cially on a large scale may eventually produce all that is 
needed from a central sterile supply department—with the 
exception of operating theatre instruments. Central sterile 
supply departments in America are, by the way, usually 
combined as part of a central supply room which dispenses 
in addition non-sterilized medical and surgical instruments 
and equipment such as oxygen tents, suction apparatus and 


the like.” (Mr. W. E. Bardgett, B.A., F.H.A., Group 
Secretary, Uxbridge Group Hospital Management Com- 
mittee: “Hospital Planning Trends in North America,” 


Hospital Management Committee’s Conference, Portsmouth, 
June 16.) 
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“FUNCTIONAL” DISORDERS 


A FOLLOW-UP STUDY OF OUT-PATIENT 
DIAGNOSIS 


BY 
H. JACOBS, M.B., B.Sc., M.Med., M.R.C.P.Ed. 
AND 


W. RITCHIE RUSSELL, C.B.E., M.D., D.Sc. 
F.R.C.P. 


(Department of Neurology, United Oxford Hospitals) 


Every physician and surgeon is aware that in a large 
proportion of hospital out-patients he will find no 
evidence of organic physical disease, while the nature of 
the symptoms is such as to make it probable that 
psychogenic or stress factors are chiefly responsible for 
the clinical picture. All clinical consultants are con- 
cerned with this problem, for many patients are referred 
for an opinion concerning symptoms which might at 
first sight be either organic or functional in origin. 

There are many difficult aspects of this problem. In 
the first place there is the ever-present danger of being 
unduly influenced by the patient’s personality, for it is 
easy to be misled by an attitude of anxiety, hysteria, 
hypochondriasis, or depression. On the other hand, 
every specialist should endeavour to correct anxiety 
states and minor psychiatric reactions connected with his 
own specialty that are referred to him for advice. His 
knowledge of relevant organic disease makes it easier 
for him than for anyone else to correct unreasonable 
fears and adjust problems of living which are having a 
harmful effect. The consultant, therefore, must make 
the diagnosis and should usually also provide the treat- 
ment for his cases of functional disorder, for it is 
undesirable to bring in another specialist when simple 
and authoritative reassurance is what is chiefly needed. 

In certain cases the consultant has a faint reservation 
that organic disease is developing; yet he should 
reassure dogmatically so as to find out how much good 
this will do—as a therapeutic test—and then it is best 
to see the patient after an interval to ensure whether 
reassessment is required. 

There is no limit to the number of investigations that 
can be carried out, and with every out-patient a decision 
must be taken on whether special investigations are 
indicated. 


Many patients have some minor form of organic 
disease to which they have reacted to an excessive 
degree, and in these the apparent disability may be out 
of all proportion to the degree of organic change. In 
such a situation a few words of explanation may have a 
dramatic effect in improving the clinical picture and the 
mental outlook of the patient. The reaction of the 
individual to symptoms requires to be studied just as 
much as the disease itself, but there is rarely time to 
investigate this in detail. In practice, it is informative 
to observe the patient’s reaction to the comment made 
after examination, such as “ there is no serious disease ; 
I think we can get you much better.” Some display 
such astonished relief that one can only conclude that 
they felt themselves to be under sentence of death or 
disablement. Others respond, “ Oh, of course I know 
there is nothing to worry about,” and from this one may 
sometimes conclude that the symptoms described are 


worse than the patient has indicated. Included in this 
group are what may be described as the “ intellectuals,” 
whose clinical story is so mixed up with their own 
theories of causation and mechanism that one comes to 
doubt the advantages of education ! 


In connexion with this problem it is of interest to 
assess the accuracy of diagnosis in a neurological out- 
patient clinic in a general hospital. In this study patients 
have been followed up who, when seen as out-patients, 
were thought to have negligible organic disorder but a 
large functional factor in their disability. 


The purpose of this study, therefore, is to ascertain 
whether the opinion formed regarding the absence of 
organic disease was correct and to what extent the 
reassurance and advice given was effective. 


Method of Study 


The Oxford neurological out-patient clinic at one 
hospital has about 1,000 new cases referred to it each 
year. The patients chosen for this study were nearly 
all seen during the years 1954 and 1955 by the two 
consultants then available, who were often obliged each 
to see 10 or 12 new cases in the space of two and a half 
hours. The usual plan was for the consultant to take 
the history from the patient, and in many cases he would 
then delegate part of the examination to a registrar. In 
all instances he would, after reassessment had been com- 
pleted, give a few words of explanation to the patient 
and, where indicated, would attempt to give necessary 
reassurance, such as: ‘“ We are quite sure there is no 
serious trouble. I shall write to your doctor, and if you 
are not better soon we shall see you again.” These 
simple words are designed to make the patient feel he 
has sympathetic access to specialist advice in the future 
as well as to relieve his main fears for the present. 
Provision for the future is, after all, an important aspect 
of personal morale. 


In order to assess the value of this procedure a con- 
secutive series of the out-patient records was studied and 
100 records were extracted in which the consultant con- 
cerned decided that the presenting symptoms were, so 
far as he could judge, not due to organic disease of any 
importance. This opinion was generally based on a 
study of the symptoms and signs only, but in 36 cases 
some special investigation was carried out, such as 
E.E.G., x-ray examination of the skull, neck or chest, or 
Wassermann reaction. 


There is a constant problem regarding the need for 
further investigation, and some experience is needed 
for making the decision against an elaborate series of 
tests. For this reason out-patients should be seen by 
the most experienced specialists available. 


Analysis of Symptoms 


This study is therefore concerned with 100 patients 
who were thought to have no significant organic disease, 
and who received little treatment from the department 
other than reassurance and advice regarding any 
circumstances in their lives which might be causing 
stress. This group represented about 5% of the out- 
patients seen in this clinic during 1954 and 1955. 

The group comprised 46 males and 54 females; 67 
were married, 24 single, 3 widowed, and 2 divorced ; 
the status of 4 was not known. As regards occupation, 
44 were housewives, 18 were professional, 13 were 
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skilled, 17 semi-skilled, and 6 unskilled workers, and 8 
(including 6 housewives) were in other categories. 
The age distribution was as follows: Under 20, 7; 
20-29, 18 ; 30-39, 27 ; 40-49, 34; 50-59, 8 ; 60+, 6. 
The season of attendance was January—March in 13, 
April-June in 25, July-September in 27 ; and October- 
December in 35. 


Consultant A saw 52, consultant B 42, and another 
consultant 6. Specialist advice regarding the same 
symptoms had previously been given to 40. 

The diagnosis accompanying the patient (from prac- 
titioner or specialist) was organic in 43; psychogenic 
in 15; both organic and functional in 5. None was 
offered in 37 cases. 


The patients studied presented a great variety of 
symptoms. Many of these suggested some minor 
physical disorder which, however, had become built 
into a collection of symptoms that led to a somewhat 
confusing picture. The consultant’s view in all instances 
was that most of the apparent disability was caused 
by psychogenic factors. 

Some of the symptoms complained of, and the 
clinical features, may be listed as follows (88 had more 
than one complaint or symptom): 


Headathe .. ; os 53 Loss of memory .. ; 5 
Giddiness or unsteadiness 40 Sensory disorders .. i 9 
Pais .. - =< oe Faints, blackouts, or turns 21 
Visual disorders .. re 15 Tremor and palpitations .. 6 
Vomiting and nausea ci 17 General ill-health .. ea 10 


and 
Pps 


Contributing factors mentioned were: fatigue 
overwork in 25; domestic stress and children in 
and insomnia, depression, and anxiety in 39. 


The presenting symptoms varied greatly, and the 
following case summaries illustrate the type of case 
under considerat‘on. 


Case Reports 


Case I—A 43-year-old housewife was referred by a 
general practitioner because of a history of “ fainting” 
which occurred at times of emotional stress. At the neuro- 
logical out-patient clinic she stated that the “faints” were 
associated with a feeling of shortness of breath. In addition, 
she stated that the attacks occurred often when she stood 
up suddenly. On examination her blood-pressure was 
140/90 and the cardiovascular and nervous systems were 
normal. It was thought that this patient’s symptoms were 
associated with frightening emotional reactions and seemed 
to some extent to be postural. It was also clear that she 
had been overworking as well as having a considerable 
amount of domestic stress. She was dogmatically reassured 
that she had no organic disease and was advised to try to 
take a holiday or to rest at frequent intervals. Six years 
later the general practitioner wrote: “‘ No organic disease 
has developed since you saw her.” 


Case II1—A 49-year-old housewife was sent up by a 
general practitioner with a history of one or two “turns” 
over the past few months. He was puzzled by the appear- 
ance of her right optic disk, and as he considered her not 
to be a neurotic woman he wondered about the possibility 
of early neurological disease. At the neurological out- 
patient clinic she gave a vague history of “turns” which 
were not associated with loss of consciousness. On question- 
ing she stated she had had considerable domestic troubles. 
On examination opaque nerve fibres were seen in her fight 
fundus, but there were no other abnormal signs in the 
central nervous system. It was thought that the episodes 
were due to a combination of worry and fatigue. She was 
reassured that she had no organic illness. Six years later 
the general practitioner wrote: “ To all intents and purposes 
this patient is fit and well.” 


Case IIl—A 35-year-old housewife was referred by a 
general practitioner because of “attacks of giddiness” and 
a vague unpleasant sensation in the epigastrium which involved 
also the back of her neck and spread down to the back 
of her legs. She had “no use of her legs ” in the mornings. 
The general practitioner asked for an opinion on the possi- 
bility of neurological disease and, if none was found, 
whether she should be referred to a psychiatrist. At the 
neurological out-patient clinic she gave a history of having 
felt generally unsteady for the past six months, which was 
accentuated by worry. She also complained of tearfulness, 
sleeplessness, and depression. Physical examination revealed 
nothing abnormal. She was anxious and tense, with a state 
of mild panic, and it was thought that the whole condition 
was psychogenic. She was reassured and given a sedative. 
In a letter to her general practitioner this opinion was given, 
and, in answer to her specific query, psychiatric help was 
advised if the simple measures advocated did not improve 
her symptoms. Six years later the general practitioner wrote 
that he had just been to see this patient and found her 
“in fairly good health—still ‘nervy,’ but generally much 
better than when seen at the neurological clinic. There was 
no suspicion of organic disease.” 


Case IV.—A 28-year-old woman was referred by a general 
practitioner because she complained of a drooping left 
eyelid which had obscured the vision in that eye for the 
previous five months. It was stated that she had been to 
see an ophthalmic surgeon but that “ he had been unable to 
help.” On examination at the out-patient clinic there was 
no sign of the lid drooping, but she expressed fear that she 
was going blind. She was told there was no impairment 
of vision and no risk of her losing her sight. Six years later 
the patient wrote: “I have had no illness since I attended 
at the neurological department.” 

Case V.—A 44-year-old man, an assistant secretary to a 
mental home, was referred by a general practitioner because 
of left-sided dull headache which had been present for the 
past year The pain was relieved by aspirin. He was sent 
for “diagnosis and treatment.” On examination at the 
neurological clinic no abnormal signs were found. It was 
thought that his headache was psychogenically determined, 
and that it was associated with a period of increased 
anxiety and stress. He was reassured and given a sedative. 
Six years later his doctor reported: “I think this man’s 
illness was psychogenic in origin; he has remained in 
excellent physical and mental health since you saw him.” 

Case VIA 63-year-old head gamekeeper was referred 
by a general practitioner for opinion because of a two-year 
history of pins-and-needles in the right foot. The referring 
doctor found some sensory disturbance in the foot. At the 
neurological clinic the history he gave was of acute noctur- 
nal cramp-like pain in his foot which forced him to get out 
of bed and use the foot to ease the pain. He also said that 
there was “ paralysis in my family.” On examination there 
were no abnormal physical signs. It was thought that he 
had a variety of muscle cramp which was of no special 
significance and he was reassured that he had no organic 
disease. Six years later the general practitioner wrote: 
“This man is well. No organic disease has developed 
since you examined him.” 


Follow-up Study 


In the follow-up study eight patients had left the 
district and could not be traced. Of these eight, 3, 
2, and 3 were respectively in the age groups 20-29, 
30-39, and 40-49 years. 


The other 92 patients were traced. The follow-up 
period was 4 to 6 years in 80 cases, 2 to 4 years in 6, 
and 1 to 2 years in 6; 78 were in good health, but in 
26 of these some minor symptoms persisted though they 
were not disabling. Fourteen of the patients were 
reported to have developed some organic disorder, 
which in five instances was probably related to the 
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Details of 14 Patients Who Developed Some Organic Disorder 
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Case Sex Presenting 
No. | and Age Symptoms Follow-up 
1 FP oF Weakness and paraesthe- | Developed disseminated 
siae. Bizarre gait but | sclerosis and died in 
| organic signs doubtful. | 24 years 
| Gait thought to be | 
“* largely functional ”’ 
2 | M 46 A Polish refugee with recur- | Died of carcinoma of 
ring chest pain. Neurotic | stomach 24 years later 
history | 
3 M 47 Feelings of unsteadiness | 5 years later—‘‘ has odd 
| associated with concen- fits at night,” probably 
tration or anxiety epileptic 
4 F 34 Dizzy spells. Sudden short- | Thought to have epileptic 
ness of breath and every- fits 4 years later 
thing goes black. Some 
E.E.G. instability 
5 I 21 Episodes of left scalp and | Developed abscesses at 
j face pain which occurred roots of 2 molar teeth 
| between 5 and 6 p.m. | several months later. 
| every day. Third molars Pain relieved by extrac- 
| erupting. Anxious tion of teeth 
6 M 45 Recurrent left-sided head- | Developed systemic hyper- 
ache, probably subocci- tension followed by 
pital in origin. B.P. cerebral thrombosis 
165/105 from which he had made 
| a good recovery 6 years 
| later 
7 | M 49 | Dull continuous frontal | Developed myxoedema 
| | headache and anaemia 2 years 
later 
8 M 48 Inability to move lower | G.P. wrote 6 years later: 
limbs 6 months after a “* Condition unchanged ; 
minor fall while at work, wears a surgical corset ”’ 
having worked for several 
} months immediately after 
| accident. * Traumatic | 
neurosis 
9 | | 34 Recurrent headaches asso- | Had severe gastro-intes- 
ciated with concentration } tinal haemorrhage 6 
| years later. No further 
} | headache 
10 | M 33 Frontal headache for 2 years Developed pulmonary le- 
| sion as yet undiagnosed 
at end of 6-year period 
11 I 43 8-year history of headache Total hysterectomy for 
fibroids 6 years later 
12 | F 43 “ Faints "’ and sweating Developed brachial neuri- 
| tis 6 years later. Some 
| nervous symptoms asso- 
| ciated with marital diffi- 
culties 
13 t 19 Attacks of tiredness and | Developed fibroids and 
} nausea menorrhagia 6 years 
later. Benign nodule in 
| left breast removed 
14 | M 27 “ Fainting turns” 2 years later developed 
| erythema nodosum and 
| | raised E.S.R. thought to 
} be related to chest 
| disease. No fainting 
| turns. 6 years later in 
| | good health 
| 





original presenting symptoms. Some particulars of all 
14 cases are given in the Table: further particulars of 
the first two cases are as follows: 


Case I.—A 57-year-old woman was referred from the 
medical wards of another general hospital. She gave a 
history of progressive weakness of all limbs for two months 
prior to admission. For one month she had had parae- 
thesiae in the soles of her feet. At the time of admission 
she was unable to stand, dress herself, or eat without 
assistance. There was no speech, visual, or bladder dis- 
turbance. Examination revealed a mentally dull patient 
with minimal weakness in the upper limbs and some 
weakness of the dorsiflexors of the left foot. There was 
slight ataxia in the upper limbs. A large number of 
investigations were done, all of which were normal, except 
for a blood urea of 78 mg./100 ml. The blood and 
cerebrospinal fluid were normal. She had been seen by a 
psychiatrist, who found no mental or emotional disorder. 
A second neurological examination after one month was 
normal. At the neurological out-patient clinic her low 
intelligence was confirmed. There was no convincing weak- 
ness of the limbs ; and the disability was thought to be out 
of all proportion to the slight organic signs. Vigorous 
encouragement was advocated to see how far she would 
improve, with the comment that further study would be 
necessary if progress was not satisfactory. She was not 
seen again, and on follow-up was reported to have died, 
two and a half years after being seen, of a disease of the 
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spinal cord thought to be disseminated sclerosis, but a post- 
mortem examination was not carried out. 

Case 2.—-A 46-year-old Polish man was referred by the 
medical officer at a Polish hostel because he was suffering 
from “ general neurosis” and had a variety of pains in his 
chest. An examination and opinion were requested. At the 
neurological out-patient department the patient stated that 
he had had intermittent left-sided chest pain for the past 
two months. One year ago he had had a similar episode 
which had spontaneously resolved. In addition, he com- 
plained of acid eructations. On examination he appeared 
to be in excellent physical condition and there were no 
abnormal signs apart from an old injury to his right eye. 
A chest x-ray film taken at this time showed nothing 
abnormal. It was thought that he was suffering from a 
mild anxiety state superimposed on a chronic dyspepsia. 
He was advised to modify his diet and to take regular 
alkalis, and was reassured that he had no serious disease. 
Two and a half years later he died in another hospital of 
carcinoma of the stomach. 


Discussion 

More than 60 of these 100 patients were aged from 
30 to 49, and there is little doubt that the stresses of 
their environment, with some anxiety and depression, 
contributed to their illness. The season at which the 
consultation took place seems to have some bearing on 
the figures—the highest (34) was in the last quarter of 
the year and the lowest (13) from January to March. 
All cases were referred to the department with the idea 
that physical disease might be present, and in 43 of 
the patients there was a tentative organic diagnosis. 


The follow-up inquiry was specially directed towards 
the presence of organic disease, and the findings indicate 
that organic disease was only rarely overlooked. Our 
experience is, however, at variance with that of some 
others. Thus Comroe (1936) followed up 100 patients 
discharged from a general medical ward with the 


diagnosis of neurosis, and found that 24% had 
developed organic disease within eight months. 


Marshall (1949) studied 175 patients who had been 
admitted to the wards of a psychiatric unit, all of whom 
were in need of psychiatric treatment. In 77 (44%) 
some physical condition needing attention was dis- 
covered. Similarly, Herridge (1960) was impressed by 
the number of “ purely physical” conditions initially 
diagnosed as “ functional.” He found 11 patients (5%) 
with major physical disease among those who had been 
referred as having functional illness. In a further 43 
(21%) he found that physical conditions (of marked 
severity in many cases) had contributed to the onset 
of psychological illness. 


The follow-up study presented here indicates a much 
higher degree of accuracy in distinguishing the organic 
from the functional, but, even so, mistakes have 
occurred, and every effort is required to reduce the 
margin of error. 

There seems to be little doubt that follow-up studies 
of this kind will improve the standard of out-patient 
diagnosis, and should be widely practised. 


Therapeutic Effects 


This study was primarily concerned with the problem 
of the difficulty of recognizing organic disease in 
neurotic patients. However, the attitude of the con- 
sultant at the time of the out-patient interview is as 
much concerned with treatment as with diagnosis. Thus 
he endeavours to exclude organic disease and also to 
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do what he can to correct anxiety and the more obvious 
environmental factors which may be contributing to, 
the symptoms. 


The impression from the follow-up reports of the 
functional cases is that both physical and mental health 
have been quite good during the years that followed 
consultation and that the reassurance provided at the 
clinic was in many instances justified by the course of 
events. We have no means of determining accurately 
the benefit to mental health which accrued from the 
advice given at consultation, and have relied—as others 
have—on the reports of the patient’s personal medical 
attendant. In this series the generally good prognosis in 
neurosisyis in accordance with the findings of others. 

Eysenck (1952), while surveying the effects of psycho- 
therapy, came to the conclusion that there was little 
to support the hypothesis that psychotherapy facilitated 
recovery in neurotic patients. Nevertheless, the role 
of the doctor as a therapeutic agent is well recognized, 
and this aspect has been studied and emphasized by 
Wolf (1959) and by Hankoff et al. (1960). 

Our impression, therefore, is that the psychological 
effect of a properly conducted out-patient examination 
can be very valuable and is worthy of special study. 


Summary 


About 5% of out-patients attending a neurological 
clinic were thought by the consultants concerned to 
have no significant organic disease to account for their 
symptoms. A series of 100 of these “ functional ” cases, 
which had been treated chiefly by reassurance and 
explanation, were followed up over five years later. 


Eight had left the district and could not be traced. 


Of the remaining 92, 78 were in good health and had no’ 


apparent organic disease, but in 26 of these some minor 
symptoms persisted although these were not disabling. 

Two patients died two and a half years after being 
seen—one of carcinoma of the stomach and one with 
disseminated sclerosis. Two patients developed epilepsy, 
one had a facial pain later relieved by tooth extraction, 
one developed hypertension, one developed myxoedema, 
and one developed a prolapsed disk. 


Six patients developed organic illness which had 
no obvious connexion with the original presenting 
symptoms. 

It is suggested that consultants should in most 
instances endeavour themselves to treat the functional 
cases attending their clinics and that by conducting 
follow-up studies they can check on the standard of 
work. 


It seems desirable that the most experienced personnel 
available should work in the out-patient departments 
of hospitals. 


ADDENDUM.—Since preparation of the paper two 
further patients have been traced. Both have remained 
in very good health at the end of a five-year follow-up. 
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TWO GENERATIONS OF BROKEN 
HOMES IN THE GENESIS OF 
CONDUCT AND BEHAVIOUR 
DISORDERS IN CHILDHOOD 


BY 


C. J. WARDLE, M.D., D.P.M. 
Consultant in Child Psychiatry for North Lincolnshire ; 
Formerly Registrar, Bethlem Royal and the 
Maudsley Hospitals 


Many reports have demonstrated that the proportion 
of delinquent children that come from “ broken homes ” 
is higher than would be expected by chance, though 
Wootton (1959) has noted that this is not a universal 
finding—for example, Ferguson (1952)—and points out 
the lack of uniformity of definition of “ broken homes ” 
in the reports and the difficulty of obtaining a satis- 
factory control population. A similar high proportion 
of children from broken homes has been found among 
children Gefined as maladjusted—for example, Banister 
and Ravden (1944, 1945) and Burt and Howard (1952). 
Among maladjusted children there appears to be an 
association between the type of symptoms the child 
presents and the type of home environment. In the 
study of Banister and Ravden, the proportions of 
children from broken homes were 81% of 27 delinquent 
children, 42% of 31 aggressive children, 22% of 41 
nervous children, and 8% of 13 backward children. Of 
93 children from the same schools who were regarded 
as normal, only 13% were from broken homes. 


Separation from mother during early childhood has 
been thought to be of major importance in the genesis 
of delinquency—for example, Bowlby (1944)—and, since 
separation from mother is more likely to have occurred 
in a broken home thar in an intact one, separation 
might be the operative factor in the genesis of delin- 
quency in children from broken homes. 


The importance of specific parental attitudes and 
child-rearing practice in the genesis of specific types 
of disordered behaviour has long been recognized 
(Cameron, 1919; Kanner, 1957). Valuable evidence 
has recently been presented about the relationship of 
particular behavioural characteristics in young children 
to particular parental attitudes and methods of child- 
rearing (Sears et al., 1957). Sears found that parents 
who love and accept their children and use withdrawal 
of approval as a technique of discipline rather than 
bribery or physical punishment produced the highest 
percentage of children rated as having a conscience ; 
these parents also tended to produce a higher proportion 
of dependent children. Cold punitive mothers produced 
the lowest proportion of children with a conscience, 

Sears also found that aggressiveness in children was 
associated with inconsistent punitive methods of 
discipline and occurred in families where aggression 
was often expressed by the parents but punished 
physically if it occurred in the child. The mothers of 
aggressive children and of children with poorly 
developed consciences tended to lack warmth for their 
children and to be more punitive ; both these charac- 
teristics were associated with a low self-esteem, a 
tendency to be dissatisfied with their lot and with the 
maternal role, a poor opinion of their husband, and 
a tendency to disagree with their husband over the 
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child’s upbringing. These findings were based on 
children in intact homes; it seems probable that these 
faulty parental attitudes and methods of child-rearing 
are even more likely to be found in broken homes, 
where the child is perhaps reared by a disgruntled 
unhappy mother or by parents who have not had a 
natural interest in the child from birth. Though affec- 
tionate and sensible step- or foster-parents may be far 
more effective than some natural parents, it is more 
difficult for them to be so than for natural parents. 


The influence of the parents’ own home background 
on their success as parents has not been investigated, 
though it seems likely that an unhappy childhood may 
leave its mark on personality in the very areas that Sears 
noted to be important in child-rearing. Thus it seems 
a reasonable hypothesis that an individual from a broken 
home is less likely to have had affection and security 
in childhood than one from an intact home, and is 
therefore more likely to have difficulties in relationships 
with other people and to lack warmth. Probably, also, 
an individual from a broken home has had breaks in 
continuity of upbringing and therefore may not have 
had a consistent experience of child-rearing from birth 
to adolescence. Such a person, through no fault of his 
or her own, might be expected to have less confidence, 
to be less consistent, to be more anxious, and to be 
generally more inept in child-rearing than an individual 
whose childhood was spent in an intact home. 


Present Study 


This study of children attending a child-guidance unit 
investigates the hypothesis that types of behavioural 
abnormality shown by children vary not only according 
to the child’s home environment but according to the 
childhood environment of the parents. 


Three distinct hypotheses are investigated, subsumed 
under this general hypothesis as follows: 


The types of behavioural abnormality shown by 
children will vary (1) between children from broken 
homes and children from intact homes; (2) between 
children who have been separated from their mother 
for more than six months and those who have not; 
and (3) between children with a parent from a broken 
home and children with both parents from intact homes. 


Definitions and Classifications 


Children from intact homes were defined as children 
living with both natural parents at the time of first 
examination, the parents having lived together 
throughout the child’s life except for temporary 
absences due to work or illness. 


Children from broken homes were defined as children 
not living with both natural parents at the time of first 
examination or having suffered a break due to death, 
divorce, or separation of parents during the child’s life. 

Children from intact homes were further subdivided 
into those who, up to the time of developing their 
symptoms, had never been separated from both their 
parents for a period of more than six months at one 
time and those who had. 


Children from broken homes were subdivided into 
those who had remained with their mother throughout, 
those who were with mother at the time of admission 
but had been separated from mother for more than six 
months, and those who were not living with mother at 
time of admission. 


A parent was defined as coming from a broken home 
if he had been separated from one or both his natural 
parents for a continuous period of longer than one year 
before age 15. 


The hypotheses were investigated by calculating the 
proportions of patients presenting various types of 
behaviour abnormality and then testing the significance 
of the difference in these proportions between patients 
from different types of home. A difference was regarded 
as significant if the probability of its occurrence by 
chance was less than one in twenty (P<0.05). 


Behavioural abnormality was classified arbitrarily into 
six categories as follows: 


1. Conduct disorder, subdivided as follows: —(a¥belinquent 
conduct: any conduct of a persistent kind which would be 
an indictable offence if brought to court (mainly stealing). 
(b) Antisocial conduct, not aggressive: any repetitive non- 
aggressive conduct bringing the child into conflict with 
society—for example, truanting, wandering, destructiveness 
outside the home, sexual misdemeanours, (c) Aggressive 
conduct: repeated verbal or physical aggressiveness to 
parents, friends, siblings, teachers, and others. 

2. Neurotic behaviour: anxiety, depression, 
obsessional features, shyness, inhibition. 

3. Tension habits (Cameron, 1955): tics, habits involving 
biting, chewing, and picking. 

4. Gratification habits (Cameron, 1955): habits involving 
sucking and other oral or genital gratification, day-dreaming. 

5. “ Psychosomatic” symptoms: physical symptoms with 
no organic cause—for example, pains, enuresis, encopresis— 
and syndromes in which psychological factors are thought 
to play a major part in aetiology, such as asthma, migraine, 
allergies. 

6. Educational retardation ; school complaints of backward- 
ness or failure to learn, or the reading age is found to be 
more than 14 years below the chronological age. 


If a child had symptoms in more than one category 
all were recorded; therefore a large proportion of 
children are included in more than one category. 

Only symptoms which were definite and present 
repeatedly from day to day were included. Isolated 
and fleeting symptoms were not recorded. 


timidity, 


Method 


Data were collected, on 185 children (60 girls, 125 
boys) aged 4-15 years seen by me at the Brixton Child 
Guidance Unit (L.C.C.) between February, 1959, and 
February, 1960. In addition to the data already outlined 
the 1.Q. and reading age were recorded if available. 
In most cases intelligence had been measured on the 
Terman-Merrill revision of the Binet (form L); in a 
few older children the Wechsler scales were used. 
Reading was tested by the Schonell graded word- 
reading test. 

The age and sex distribution of the children in the 
sample does not differ from that reported for all L.C.C. 
clinics each year (unpublished reports), and the sample 
is regarded as representative of the clinic population 
as a whole. As in all reports, there is an excess of 
boys aged 10 and under. 


Results 
Child’s Home 
Of the 185 children, 120 (65%) came from intact 
homes, and 12 of these had been separated from their 
parents for an unbroken period of more than six 
months. The other 65 came from broken homes; of 
these, 43 were living with their natural mother, but 17 
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of these had been separated from her for a period of 
more than six months at some previous time. 

There are significant differences between children 
from intact homes and children from broken homes in 
the proportions which present neurotic behaviour and 
conduct disorder (Table I). The proportion of children 


TaBLE I.—Type of Behaviour Problems in 65 Children from 
Broken Homes and 120 Children from Intact Homes 
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* Statistically significant difference at the 1% level. 


from broken homes presenting disordered conduct was 
high, and the proportion presenting neurotic symptoms 
was low; the exact opposite held for children from 
intact homes. These differences are highly significant. 
The differences in proportions of children presenting 
other abnormalities of behaviour are small and not 
statistically significant. 


Separation 
The influence of prolonged separation (greater than 
six months) is considered separately for children from 
intact homes and children from broken homes. 


Among childten from intact homes there are, 


significant differences in symptoms between those who 
have suffered a prolonged separation from their mothers 
and those who have not (Table Il). Of those who 


TABLE II.—Relation of Behavioural Abnormality to Prolonged 
Separation from Mother in 120 Children from Intact Homes 
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. * Difference statistically significant at the 1% level. _ 
t Difference on borderline of statistical significance. 

had suffered a prolonged separation 92% presented 
disordered conduct, compared with 39% of those who 
had not been separated. In contrast, only 17% of those 
who had been separated presented neurotic symptoms, 
compared with 50% of those who had not ; both these 
differences are highly significant. 

Among those who had been separated, a greater pro- 
portion (66%) were educationally retarded compared 
with those who had not been separated (35%); this 
difference was on the borderline of significance at the 
5% level. When other symptoms are considered, the 
differences between the two groups are small and not 
significant. 

Among children from broken homes there is no 
significant difference in symptoms between those who 
had remained with their mother throughout and those 


who had not. Of the children who had been separated 
74% presented conduct disorder compared with 88% 
who remained with their mother throughout ; 15% of 
children who had been separated presented neurotic 
symptoms compared with 31% of children who 
remained with their mother ; neither of these differences 
was statistically significant. 


Parents’ Home 
It was thought that if the parents’ childhood environ- 
ment had any effect on the behaviour abnormalities of 
their children it would be most noticeable among those 
who had been with their children throughout the child’s 
life. Therefore only children from intact homes with 
no prolonged separation are considered (Table III). 


TABLE III.—Relation of Behaviour Abnormality to Early Home 
Environment of Parents in 108 Children from Intact Homes 
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Among these children there are significant differences 
in symptoms between those with one parent who had 
suffered a broken home in childhood and those with 
both parents apparently from intact homes. (The latter 
group included nine where data on the home back- 
ground were incomplete.) Where both parents had 
intact homes in childhood, only 24% of the children 
presented disordered conduct, while 68% presented 
neurotic behaviour. In contrast, where at least one 
parent had suffered a broken home in childhood, 52% 
of their children presented disordered conduct and only 
34% presented neurotic behaviour ; these differences are 
highly significant. The differences between the groups 
in the proportions presenting other behaviour abnor- 
malities are small and not statistically significant. 

There was no significant difference in the proportions 
presenting different behavioural abnormalities when 
those whose father suffered a broken home in childhood 
were compared with those whose mother had suffered 
a broken home in childhood. 38% of those whose 
fathers had suffered a broken home, 61% of those 
whose mothers had suffered a broken home, and 56% 
of those both of whose parents had suffered a broken 
home presented disordered conduct; the numbers are 
small. 

Among children from broken homes the numbers are 
too small and the data insufficiently complete to provide 
useful evidence about the influence of the parental home 
background on the type of behavioural abnormality 
presented. 

The accompanying Chart summarizes the relationship 
between type of behaviour abnormality and type of 
home background. It is apparent that the only 
categories of behaviour abnormality in which there is 
any significant relationship are conduct disorder, 
including delinquent conduct, and neurotic behaviour, 
and that the relationship is exactly opposite in these two 
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categories. There is some suggestion that these two 
categories tend to be mutually exclusive; they occur 
together in only 19 out of 156 cases where one or other 
was present. 
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Proportions of children with various behaviour abnormalities in 

three groups: A, Children from intact home and no separation, 

both parents from intact home. B, Children from intact home, 

one parent from broken home. C, Children from broken home 
or separated from mother for long period. 


Age, Sex, and Intelligence—Though these factors 
were related to the type of symptoms presented they did 
not influence the relationships already described. 


Discussion 


Wootton (1959) pointed out that eventually every 
home must be “ broken.” The present study confines 
the term “broken” to those homes disrupted by 
separation, divorce, or death before the individual under 
consideration was aged 15. Of the 370 natural parents 
of children in this study, 31% are known to have come 
from a home broken before they were aged 15; in a 
further 18% data are not available, but it seems unlikely 
that all of these came from intact homes. 


When the children are considered, in only 41 cases 
(22%) did the child and both his parents come from 
an intact home; in a further nine cases of children 
from intact homes data were incomplete about the 
parents. In the whole series at most only 50 children 
could have come from intact homes with both parents 
also from intact homes, while 135 (75%) definitely either 
came from a broken home or had at least one parent 
from a broken home. This in itself is striking, though 
since no comparable figures are available for the general 
population it cannot be asserted certainly that these 
findings differ from those which would be found for a 
normal population of schoolchildren. However, the 
finding is even more striking when children presenting 
different syndromes are compared. Of the 50 children 
with a putative background of two generations of intact 
homes 24% presented disordered conduct and 68% 
presented with a neurotic symptom. Of the 135 other 


children, 69% presented disordered conduct and 27% 
presented neurotic symptoms. To put the finding in a 
different way, 49% of the children presenting neurotic 
symptoms came from an intact background compared 
with only 11% of the children presenting disordered 
conduct. 

The proportion of children with other symptoms does 
not vary with either the child’s home background or 
the parents’ home background ; tension habits occur in 
40% of children from completely intact homes (over 
two generations) and 46% of children from other 
homes ; the corresponding percentages for educational 
retardation are 50% and 44%. This negative finding 
provides evidence that the positive findings are neither 
artifacts nor are due to chance. 


The relationship between the type of home back- 
ground and the kind of behaviour disorders presented 
is even more striking when mixed cases are excluded. 
Of 77 children from broken homes the majority pre- 
sented pure conduct disorder and very few pure neurotic 
symptoms, while of 50 children from homes intact over 
two generations the reverse is true. The majority of 84 
children presenting purely conduct disorder came from 
broken homes, while the majority of 50 children pre- 
senting only neurotic symptoms came from an intact 
home over two generations. 


When the question of the meaning of these results 
in terms of the individual is considered, they are found 
to be in accord with current ideas about the genesis 
of different types of behaviour disorder. Antisocial 
behaviour and conduct disorder are thought to be 
associated with a home background of discord and with 
parents or parent surrogates who tend to be hostile to, 
and neglectful of, the child; physical punishment is 
frequent and aggressive behaviour is common both 
between the parents and towards the child. In contrast, 
neurotic symptoms are thought to be associated with a 
home background where excessive anxiety, over- 
protectiveness, and over-solicitude are characteristic of 
the attitude of the parents to the child and where overt 
expression of sex and aggression are disapproved of 
and inhibited. A child from a broken home is much 
more likely than is a child from an intact home to meet 
the conditions postulated as causing disordered conduct, 
and less likely to be brought up in an atmosphere of 
constant protectiveness, over-solicitude, and fussiness. 

Parents from broken homes are more likely to have 
difficulties in relationship with other people and to have 
more difficulty in providing a child with affectionate, 
stable, secure environment, as they are less likely to 
have experienced it themselves and are more likely to 
have been exposed to experiences damaging to per- 
sonality or militating against the development of normal 
personality. 

The possible influence of genetic, in addition to 
environmental, factors cannot be excluded in the inter- 
pretation of these findings. If inability to maintain an 
intact home were an indication of psychopathy in one 
of the marital partners, then it is possible that the 
findings in children with conduct disorders indicate a 
genetic predisposition to psychopathy. 

The evidence that psychopathic traits are passed from 
one generation to another has hitherto been interpreted 
as illustrating the role of inheritance in the genesis of 
psychopathy. The present study suggests an alternative 
explanation—that faulty child-rearing by parents results 
from an unfortunate experience of faulty rearing during 
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their own childhood. Evidence from individual cases 
suggests that this vicious cycle may go back several 
generations, starting with a home accidentally broken 
by death or illness. 


Conclusions 


The evidence of this study makes clear the following 
points about children attending a child-guidance clinic. 


1. Children from broken homes are particularly vulnerable 
to disorders of conduct which bring them into conflict with 
society, and apparently less vulnerable to neurotic disorders. 

2. Separation from mother is associated with the develop- 
ment of conduct disorder and appears to militate against 
the development of neurotic symptoms among children from 
intact homes, but there is no such differential among 
children from broken homes. Children from broken homes 
remaining with mother throughout childhood had as high 
an incidence of conduct disorder as those who were separated 
temporarily or permanently. This suggests that separation 
is not the primary factor, but that separation and broken 
homes are two kinds of occurrence which result in adverse 
child-rearing experience and hence in disordered conduct. 
In the present study the type of symptoms presented did 
not vary according to the age at which separation or broken 
home occurred ; in every case this had taken place before 
the age of 10. In other studies the age at which separation 
occurred has been found to be important, but it must be 
recalled that a rigorous definition of separation was used 
in the present study. Very long periods of separation are 
likely to be harmful at any time in childhood. Broken 
homes due to separation or divorce must be the culmination 
of long-standing marital disturbance, so that the age of the 
child at the final break does not indicate when he was first 
exposed to a pathogenic home environment. 

3. Parents of either sex who come from a broken home 
appear likely to have more difficulty in rearing a child 
free from conduct disorder than do parents from intact 
homes ; on the ower hand, such parents appear less likely 


to rear a child with neurotic symptoms than do parents from- 


intact homes. 

4. Disordered conduct and neurotic symptoms appear 
mutually exclusive, and situations where one is common 
appear to be situations where the other is rare, and vice 
versa. 

5. A remarkably small proportion (less than 25%) of 
children referred to a child-guidance clinic could boast both 
an intact home background and both parents from an intact 
home background. 


From the point of view of reducing antisocial 
disorders the social reformer might do well to concen- 
trate his attention on the children from broken homes 
before they develop symptoms. The breaking of a 
home usually comes to the notice of one of the social 
authorities. Deaths are notified; adoptions, divorce, 
legal separations, and institutionalization of children 
are all arranged through some official body ; it is known 
on registration whether a child is legitimate or not, 
and health visitors should be aware of anyone fostering 
a child in their neighbourhood. From these sources it 
may be possible to establish and maintain a register of 
children who have suffered a severe disruption of their 
natural home environment. We suggest that it would 
benefit society if these children became the focus of 
discreet attention by health visitors, teachers, school 
doctors, and other persons responsible for the well- 
being of children, so that appropriate action could be 
taken at the first sign of either deterioration in the 
environment or of emotiona’ disturbance in the child. 
Psychiatric support and advice to a recently bereaved 
mother, new foster-parents, or a new step-parent might 
prove infinitely more valuable by arresting the develop- 


ment of emotional disturbance in the child than is 
psychiatric treatment when a conduct disorder is well 
established. 

Before taking such a controversial step it would be 
valuable to run a pilot investigation of a randomly 
selected sample of children from broken homes to 
obtain data on the effect of such breaks. Information 
on the differences between the handling and placement 
of children from broken homes who emerge symptom- 
free and those who do not would prove invaluable in 
planning placement and for advising foster-parents and 
house mothers. At the moment no such data are 
available. 

It seems likely that insufficient guidance and prepara- 
tion for parenthood is given to people from broken 
homes and that such preparation, guidance, and super- 
vision would be a very valuable prophylactic measure. 
It is also evident that little or no guidance in and 
supervision of child-rearing practice is given to foster- 
parents, adoptive parents, and house mothers, despite 
the fact that they may be dealing with emotionally 
damaged children. Our findings indicate that the 
children’s officer and the child-psychiatrist cover 
much common ground and that close liaison between 
them will be of mutual benefit for their work with the 
deprived child. Prophylactic work is essential, since 
children with established conduct disorder do not seem 
to respond well to the usual methods of discipline or even 
to the most severe punishment, nor are current methods 
of psychiatric treatment very successful. Their prog- 
nosis in adult life appears to be very bad; they tend 
to become misfits in society, and if not actively criminal 
are an economic liability because of frequent unem- 
ployment and job-changing. If they marry or even if 
they do not, they are also likely to perpetuate their 
disability to the next generation by their faulty child- 
rearing practice or by producing another “ broken 
home.” 


Summary 

A study is reported of 185 children referred to the 
Brixton Child Guidance Unit. The relationship between 
the type of symptom presented and the home environ- 
ment of both the child and his parents is investigated. 
A high percentage of the children and of their parents 
come from broken homes ; this percentage is very high 
for children presenting disordered conduct and lower 
for children presenting neurotic symptoms. If the 
child’s home was intact, prolonged separation from 
mother was found in a high percentage in those pre- 
senting disordered conduct. Separation from mother 
made no difference to the type of symptom a child 
presented if he came from a broken home. Where the 
home was intact and there had been no prolonged 
separation from mother, the parents’ home environment 
was found to be related to the type of symptoms the 
child presented ; when one parent came from a broken 
home a high proportion of children presented conduct 
disorder, while where both parents came from an intact 
home a high proportion of the children presented 
neurotic symptoms. 

It is noted that less than 25% of children in this study 
could boast two generations of unbroken homes, which 
is thought to be beyond the realm of probability for a 
normal population of children. It is suggested that a 
register of all children from broken homes should be 
compiled, that such children should, be supervised and 
followed up into adult life, and that prophylactic 
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measures should be developed to help them achieve 
socially and mentally a healthy childhood and adult life. 


Information is needed about the proportion of 
children from broken homes who develop normally and 
the characteristics of their rearing which result in this 
healthy development, since we would like to emulate 
them in our foster homes and children’s homes. 


I am grateful to Dr. Wilfred Warren for permission to 
make use of his cases and for the facilities at Brixton Child 
Guidance Unit. I am grateful to Dr. P. D. Scott for his 
encouragement and for reading the manuscript. 
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PERSONALITY OF STUDENTS 
WITH ACNE VULGARIS 


BY 


Cc. J. LUCAS, M.B., M.R.C.P., D.P.M. 
Medical Director, Student Health Service, 
University College, London 


Skin diseases figure prominently in the growing literature 
on psychosomatic disorders. In some conditions it 
has come to be accepted, probably correctly, that 
psychological factors are important ; in others their role 
is uncertain and the evidence is conflicting. See reviews 
by Goldsmith and Hellier (1954), Macalpine (1954), 
Norton and Smith (1955), and Obermayer (1955). 


In acne vulgaris a widely held view is that of Mitchell- 
Heggs (1950), who states that “the acne subject is often 
of unstable, nervous make-up, and is prone to emotional 
disturbance.” Characteristics of the acne sufferer noted 
by other authors are: obsessionality and feelings of 
inadequacy giving rise to difficulty in social contacts 
(Halliday, 1949) ; a tendency to anxiety, obsessionality, 
and introversion (Smith, 1951); and self-consciousness 
(Moloney, 1947). Wittkower (1951) made a detailed 
study of 64 cases and described four classes of 
personality among acne sufferers. His descriptions 
include many of the traits generally recognized as being 
part of a neurotic personality structure (perfectionism, 
tension, anxiety in social contacts, sensitivity to 
criticism, eagerness to be liked, harshness of conscience, 
and a tendency to self-reproach). Goldsmith and Hellier 
comment that “ Wittkower’s observations apply rather 
to those who complain of their acne than to those 
presenting acne during a routine examination,” a 
criticism which may well apply to other studies. 

However, the view that acne _ sufferers are 
neurotic is not shared by all dermatologists. | Cohen 
(1945, 1961) has reviewed the literature and reported his 
own observations. Despite much evidence relating acne 
to personality difficulties—in particular, difficulties in 


sexual adjustment—and the often clear relationship 
between exacerbations of the condition and environ- 
mental and personal stress, his own conclusion is that 
most patients with acne are not markedly neurotic. This 
view is in broad agreement with that of Obermayer 
(1955). 

In addition to clinical observations, psychological tests 
have been used by a number of investigators. However, 
the results are equally inconsistent. Cohen (1945) used 
Lowenfeld’s mosaic test, but was unable to demonstrate 
any difference between the personalities of soldiers with 
acne and controls. Narciso (1952) compared a group 
of college students with and without acne, using the 
Minnesota multiphasic personality inventory (M.M.P.I.). 
Significant differences were found on four of the nine 
scales (hysteria, psychasthenia, hypochondriasis, and 
schizophrenia). The differences were interpreted as 
indicating that the acne groups were more concerned 
about bodily function, less mature, more troubled by 
phobic or compulsive behaviour, more liable to mild 
depression, excessive worry, and lack of self-confidence, 
and more withdrawn than the controls. Geist (1957) 
used the M.M.P.I., Rorschach, and the “ draw a person ” 
test to compare five categories of skin disorder. He 
describes acne sufferers as psychoneurotic, with sexual 
difficulties, “schizophrenic diathesis,” a tendency to 
develop conversion symptoms, and as having “ the least 
control, the most impulsive behaviour, and infantile 
personalities.” Pakesch and Kresbach (1959) used the 
Rorschach and Szondi tests and found some evidence 
of neurotic depression in acne sufferers, which they 
regarded as a reaction to the acne rather than a cause. 


The main aim of the present investigation was to 
compare the personalities of three groups of students : 
(1) controls (free from acne); (2) students with acne 
who did not complain of it ; and (3) students with acne 
who sought treatment for it. A second aim was to 
determine, independent of the personality test, the 
prevalence of reported psychological symptoms in the 
three groups during an observation period of one year. 


Method and Procedure 


To assess personality the Maudsley personality 
inventory (M.P.I.) was used (Eysenck, 1959). This 
gives measures of “ neuroticism” and “ extraversion ” 
as defined within Eysenck’s theory of personality. 
Neuroticism refers to the “ general emotional lability 
of a person, his emotional over-responsiveness, and his 
liability to neurotic breakdown under stress. Extraversion 
refers to the outgoing, uninhibited social proclivities of 
a person.” The advantages of the M.P.I. for the present 
study were: (1) it is simple to administer, (2) it is of 
established reliability and validity, and (3) it would be 
likely to distinguish persons with the kind of traits noted 
as characteristic of the acne sufferer. 


During the latter part of the first term of the 1959 
session, students who attended for health examination 
were asked to complete the M.P.I. At the end of their 
examination note was made of the presence or absence 
of clinically obvious acne of the face or back, and of 
whether or not the student made any complaint about 
his skin. In addition, students who came for a con- 
sultation at the health centre seeking treatment for acne 
were asked to complete the M.P.I. The collecting of 
cases and controls was concluded at the end of the term. 
The results of the personality tests were analysed at the 
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end of the academic year, and at this point the case 
record of each student was examined and a note made 
of whether or not during the year he had attended the 
health centre complaining of clear psychological 
symptoms. 

Results 


Of the 44 students who took part in the study, 15 
were controls (free from acne), 12 had acne but made 
no complaint of it (acne-non-complaining group), and 
17 had acne and sought treatment for it (acne- 
complaining group). The groups were of comparable 
age and sex distribution (Table I). 


TABLE I,—Age-and-Sex Distribution of the Three Groups of 














Students 
Acne-non- Acne- 
Controls complaining complaining 
Mean Mean Mean 
No. Age No. Age No. ‘Age 
Males... “a 8 19-8 10 19-4 11 19-5 
Females .. a 7 21-6 2 18-5 6 21 























Sex distribution: y?=2-70. N.S. 


The results of the personality test are given in Table 
II. To test the differences between the mean scores, an 
analysis of variance was carried out for both neuroticism 
and extraversion (Tables III and IV). The differences 
are not significant. 


TABLE II.—Neuroticism and Extraversion Scores of the Three 
Groups of Students 














l 
Controls Acne-non- Acne- 
comr 1 i cc laini 
(15 (12) (17) 
Mean N score ut 21-20 22-42 23-12 
“at Eprom’ 23-46 22:75 26-12 





TaBLe III.—Analysis of Variance of Neuroticism Scores in the 
Three Groups of Students 











Source D.F Sum of Mean Variance P 
of Variance ak Squares Square Ratio 
Between groups 2 29-19 14-59 0-093 Not 
Within mi 41 6,461-08 157-59 significant 




















TaBLE IV.—Analysis of Variance of Extraversion Scores in the 
Three Groups of Students 




















Source D.F Sum of Mean Variance P 
of Variance me Squares Square Ratio 
Between groups 2 95-44 47-72 0-515 Not 
Within Pr 41 3,798-74 92-65 significant 











Thus in the present investigation students with acne 
and students with acne who complained of it were no 
different, in terms of neuroticism and extraversion as 
measured by the M.P.I., from students free from acne. 


In order to make a comparison between the three 
groups, independent of M.P.I. scores, the number of 
subjects who had sought treatment for psychological 
symptoms during the year was determined from an 
examination of the case-notes. The symptoms reported 
were mainly of anxiety—most commonly tension and 
insomnia associated with study difficulty or other 
problems. Two were more severe long-standing 
personality problems. There were as many subjects 
with symptoms in the control groups as there were in 
the acne groups (five in the control group, two in the 
acne-non-complaining group, and five in the acne- 
complaining group). Thus the acne groups scored no 


higher on a measure of neuroticism than did the control 
group, nor were they more prone to report psychological 
symptoms. 

When the presence or absence of reported psycho- 
logical symptoms was related to N and E scores, it was 
found that those with such symptoms had a significantly 
higher mean score on neuroticism but not on extra- 
version (Table V). This difference indicates that the N 
scale successfully discriminated students who reported 
clear psychological symptoms from students who did 
not, and suggests that the negative findings in respect of 
the acne and control groups are unlikely to be due to 
the invalidity of the test. 


TaBLB V.—Neuroticism and Extraversion Scores of Students Who 
Did and Did Not Report Psychological Symptoms 























Symptoms Symptoms 
Reported | Not Reported t P 
(12) (32) 
Mean N score .. 33 18-27 4-612 0-001 
” o» . 21-75 25-25 1-088 N.S. 
Discussion 


This study has shown no difference in personality, or 
in the frequency of psychological symptoms, between 
students with acne—whether they complained of it or 
not—and controls. The finding accords with that of 
Cohen (1945) and of Obermayer (1955). Sainsbury 
(1960) used the M.P.I. to study “ psychosomatic” 
conditions among hospital out-patients. Of 22 
conditions, acne was one of the four which were no 
different from a control group. It is of interest that 
Sainsbury’s acne group, like the complainers in the 
present study, tended to be more extraverted, although 
in neither study was the difference significant. 


In conditions as common as acne vulgaris and 
neurosis it is clear that in some persons both must occur 
together. When they do so, and especially if both are 
severe, the two conditions may interact. A preoccupa- 
tion with the skin may develop, with squeezing, picking, 
and the excessive application of various treatments. The 
ensuing clinical picture is often striking ; in the present 
series there was one such subject, a long-standing 
anxious obsessional who spent two hours a day in a 
“ritual” treatment of his skin. Another case seen 
recently (not included in the prese=" study) was that of 
a girl with intractable recurrent acne of the chest. The 
condition was perpetuated by long periods of fondling 
and pinching of the lesions, which was pleasurable in 
nature (if not frankly erotic). These periods were 
followed by guilty “disinfecting” of the lesions with 
strong solutions. Many similar cases are recorded in 
the literature, and are akin to the classical “acne 
excoriée des jeune filles.” 

However, before accepting the hypothesis of a more 
than chance relationship between emotional difficulties 
and acne (however interesting the ensuing interaction 
may be), it is necessary to obtain substantiating evidence 
from group studies, and to compare sufferers with 
controls. This was attempted in the present study, which 
sought to relate the presence or absence of acne, and 
whether or not treatment was asked for, to a personality 
measure of known reliability and validity, and to the 
presence or absence of reported psychological 
symptoms. 

A limitation of the study was that it contained too 
few cases to make comparisons of neuroticism, and of 
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whether or not a complaint was made, if the groups 
were subdivided in terms of the severity of their skin 
trouble. Most had not the severe, or intractable, type 
of lesion which is common in skin clinics. However, 
it is @ priori probable that if neurotic difficulties 
contribute directly to the development of acne they 
would do so in the milder as well as in the more severe 
types of the condition. A further study is planned to 
examine these points and to determine whether or not 
those subjects who observe exacerbations of their 
lesions in response to stresses differ from those in whom 
fluctuations in severity appear to be random. 


Summary 


A study is reported of a comparison between the 
personalities of students with acne who complained of it, 
students with acne who did not complain of it, and 
students free from acne. Personality was assessed by 
means of the Maudsley personality inventory. There 
was no significant difference between the mean score of 
the groups on neuroticism or extraversion. 


To complement the psychological test, the number 
of the students who reported psychological symptoms 
during the year was ascertained. They were as frequent 
in the control as in the acne groups. 


When a comparison was made between students who 
reported psychological symptoms and those who did not 
(regardless of whether or not they had acne), it was 
found that the group who reported psychological 
symptoms were significantly higher on neuroticism than 
the others. 


I thank Mr. J. Knowles, of the Medical Research Council 
Clinical Psychiatry Research Unit, for his advice throughout 
the investigation; and Dr. A. Linken and Dr, Margaret 
Withof-Keus, of the Student Health Service, for their 
assistance in collecting the data. 
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Severe Watery Diarrhoea and Potassium 
Depletion Associated with an Islet-cell 
Tumour of Pancreas 


Verner and Morrison (1958) reported the association, 
in two patients, of severe watery diarrhoea, renal 
failure, and islet-cell tumours of the pancreas, and drew 
attention to seven other cases in the literature. The 
purpose of this paper is to report a further case that 
showed certain unusual features. 


CaSE REPORT 


Six months after an operation for appendicitis in 1951, 
and coinciding with an emotional disturbance, this 19-year- 
old woman developed watery diarrhoea with six to eight 
stools daily, accompanied by much flatus. Investigation 
revealed no pathogens in the stool and no blood or excess 
fat. Sigmoidoscopy and a barium-enema examination 
showed nothing abnormal. A fractional test meal showed 
a low acid curve with a poor response to histamine. A 
provisional diagnosis of ulcerative colitis was made, and 
a course of tetracycline and dilute hydrochloric acid given. 
The diarrhoea decreased but did not disappear. 


The patient was not seen again until 1956, when she 
returned with an exacerbation of diarrhoea. During the 
intervening years she had had continuous but variable 
watery diarrhoea and had never passed a formed stool. 
She had married, and during two pregnancies there was a 
marked reduction in the severity of the diarrhoea. On this 
admission a course of phthalylsulphathiazole and cortisone 
failed to influence the symptoms. 


A further exacerbation of diarrhoea associated with 
abdominal cramps and vomiting occurred in January, 1957, 
and the patient was readmitted for investigation. An 
unexplained polymorphonuclear leucocytosis of 95% of 
35,000/c.mm. was discovered, with hypokalaemia, the serum 
potassium being 2.2 mEq/l. (11 mg./100 ml.). A barium 
follow-through suggested some narrowing of the terminal 
ileum, and the possibility of Crohn’s disease was considered. 
The large volume of the stools was noted for the first time. 
Prednisolone, 5 mg. t.d.s/, and potassium supplements were 
given, but the bowel symptoms remained unchanged until 
June, 1957, when she was again pregnant, and for two 
months the diarrhoea decreased in severity. 


When next seen, in January, 1959, there was further 
diarrhoea with colic and vomiting ; muscle weakness was 
marked, and she experienced severe thirst, drinking up to 
10 pints (4.5 litres} of water daily. Examination revealed 
some wasting of the musculature and generalized weakness 
with sluggish tendon reflexes; the abdomen was not 
distended. There were no _ other abnormal signs. 
Investigation showed Hb, 115%; W.B.C., 23,300/c.mm. 
(polymorphonuclears 79%). Serum electrolytes revealed 
a hypokalaemic acidosis, 2.1 mEq/l. (see Chart). An 
electrocardiograph showed ST and T wave changes 
compatible with hypokalaemia. Variable proteinuria was 
present, but the urine deposit was normal and the blood 
urea 40 mg./100 ml Barium follow-through and enema 
examinations showed only dilated bowel and a normal rate 
of passage; no abnormality of small-intestinal mucosal 
pattern was seen. Sigmoidoscopy showed nothing 
abnormal. Oral potassium supplements relieved the muscle 
weakness and the serum potassium rose (see Chart). Severe 
tetany then developed, unrelieved by intravenous calcium 
gluconate or by breathing 5% carbon dioxide and oxygen. 
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The serum calcium level was then 5.6 mEq/l. and the  islet-cell adenomata of the pancreas and peptic 


potassium 3.1 mEq/l. Attempts to relieve the acidosis 
by oral sodium bicarbonate or lactate caused further tetany, 
which was controlled only by decreasing the potassium 
supplements. 


Glucose absorption was normal; fat and _ protein 
adsorption were studied, using radioactive iodine-labelled 
triolein and albumin. Both gave similar results, with an 
excretion of 8.4 and 8.9% of the administered dose in 
72 hours. The upper limit of normal excretion in these 
tests is 5%. Daily stool volumes remained large, varying 
up to 3 litres daily (see Chart). Surgical exploration was 
therefore advised, and a laparotomy was preceded by 
intravenous therapy. Despite potassium 120 mEq 
(= 13.25 g. KCl) daily intravenously and 160 mEq 
(=17.6 g. KCl) orally, the serum potassium level remained 
at 3.2 mEq/l. At operation the stomach and duodenum 
were normal; the small and large intestine were dilated 
and filled with fluid, but otherwise normal. The kidneys, 
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liver, spleen, and pancreas showed no abnormality. A 
biopsy of the ileum was normal and a renal biopsy showed 
a mild vacuolar nephropathy compatible with hypokalaemia. 

Post-operatively the diarrhoea was unchanged, being 
uninfluenced by treatment with fluorhydrocortisone and 
cortisone. Later oestradiol, progesterone, and chorionic 
gonadotrophin were given without success, in an attempt 
to simulate the hormonal changes of pregnancy. An 
episode of severe mental confusion with euphoria and later 
depression was associated with a decrease in stool volume. 
The patient was discharged home, but, after a collapse, 
was readmitted with severe abdominal pain, vomiting, and 
signs of peritonitis. She failed to respond to resuscitation, 
and died on May 20, 1959. 


Post-mortem examination disclosed a fibrous band 
causing small-intestinal obstruction with gangrene of the 
bowel wall and peritonitis. The stomach and the remaining 
small bowel were healthy. A 2-cm. encapsulated adenoma 
was found in the head of the pancreas. The tumour was 
not apparent on external examination before the pancreas 
was sectioned. Histological examination revealed an islet- 
cell tumour with no invasion of surrounding structures. 
Special stains failed to show whether the tumour cells were 
of alpha or beta type. No adenomata were present in the 
pituitary or other endocrine glands, 


DISCUSSION 


Since the reports of Zollinger and Ellison (1955) and 
of Ellison (1956) describing the association between 


Cortisone 


ulceration, it has been noted that, in some patients, 
severe watery diarrhoea may be a feature (Donaldson 
et al., 1957). Steatorrhoea may be present in association 
with ulcerogenic tumours of the pancreas. Maynard 
and Point (1958) have demonstrated that the excessive 
gastric secretion of hydrochloric acid results in a 
lowered pH value in the upper intestine, which may 
inhibit the action of pancreatic and intestinal lipases, 
thus causing steatorrhoea. Donaldson et al. (1957) 
noted that continuous gastric aspiration reduced the 
severity of the diarrhoea but gave rise to severe tetany 
in their patient. 

The case reported above presented with a history of 
watery diarrhoea for eight years, yet at no time was 
peptic ulceration a feature. Hydrochloric acid secretion 
and the histamine response were poor. The later 
symptoms of electrolyte depletion, acidosis, and tetany 
were attributable to the massive intestinal electrolyte 
losses. The development of tetany during the correction 
of hypokalaemia in renal acidosis has been reported, 
but the mechanism remains obscure (Fourman and 
McCance, 1955). The remissions during three 
pregnancies are unexplained and could not be 
reproduced by oral treatment with oestrogens and 
progesterone; but they may result from pituitary 
influence on _ pancreatic islet-cell secretions. The 
association of multiple endocrine tumours with gastric 
hypersecretion has been noted in 6 out of 21 reported 
cases of ulcerogenic pancreatic tumours, and may 
indicate a primary pituitary abnormality (Donaldson 
et al., 1957). 


The above case illustrates the difficulty of diagnosis 
even at laparotomy unless the cause is suspected. The 
pancreas both at laparotomy and at post-mortem 
examination appeared normal externally. Only on 
cutting the organ was the adenoma in the head disclosed. 
Unless the tumour is visible on inspection the chances 
of relief by resection of half of the body and tail of 
the pancreas seem to be poor: in seven reported 
patients, where the site of the tumour was stated, the 
adenoma was found either in the head or the body of 
the pancreas, or in both. 


The prominent features throughout the course of this 
case were the large volumes of stool yet small number 
of daily bowel actions over a period of eight years. 
Despite these large electrolyte losses, nutrition remained 
good and tests of intestinal adsorption of glucose were 
normal, while radioactive labelled fat and albumin gave 
results just above the normal range, suggesting that the 
defect in this patient was mainly confined to the failure 
to reabsorb water and electrolytes. 


I thank Dr. R. A. Hickling for permission to publish 
this case. 


R. A. PARKINS, M.B., M.R.C.P., 
Senior Medical Registrar, Charing Cross Hospital, London. 
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AMERICAN FIELD WORK ON N.H:S. 


Britain’s Search for Health. The First Decade of the 

National Health Service. By Paul F. Gemmill. (Pp. 171. 

32s.) Philadelphia: University of Pennsylvania Press. 1961. 
Conceived by a Liberal, Lord Beveridge, nurtured by a 
coalition under Sir Winston Churchill, once a Liberal 
but in later years a Conservative, and brought to life by 
a Labour Government—such was the provenance of the 
National Health Service according to The Times ten 
years after the appointed day. The description is 
inaccurate and incomplete, for the true begetter was the 
British Medical Association, which issued its first Report 
on a General Medical Service for the Nation in 1930, 
and Lord Beveridge adopted most of the recommenda- 
tions of its Planning Commission. No social reform in 
this country ever obtained more unanimous political 
support, and its effects have been the subject of anxious 
scrutiny and comment in many parts of the world. In 
the United States the British National Health Service 
was at first condemned outright; it was held to be 
socialistic, contrary to the American way of life, and 
therefore evil. Much of the opposition came from 
vested interests and was stimulated by a few itinerant 
Englishmen who toured the States with a dismal story 
of what they took to be a betrayal of the ideals of 
medicine and the beginning of slavery for doctors. 

This book is an objective study of the Service by the 
Emeritus Professor of Economics of the University of 
Pennsylvania and deserves to be widely read on both 
sides of the Atlantic. The author did seven months’ field 
work in England in 1956; his methods were practical 
and unusual, for he took the trouble to mix with patients 
in waiting-rooms and out-patient departments in many 
parts of the country to learn their opinions at first hand, 
and later he interviewed their doctors after consulting 
hours. In addition a large number of questionaries 
were issued, and he has since spent four years analysing 
his results and reviewing relevant literature. No diffi- 
culties are shirked—the writer found no tendency in 
Britain to claim anything approaching perfection, but 
an attitude of cautious optimism—and he quotes with 
approval the judgment of Dr. O. L. Peterson, of the 
Rockefeller Foundation, that “the National Health 
Service is a characteristic British Institution created for 
and adapted to British Society,” and Americans “ would 
be very foolish if they did not profit from the good 
points as well as the mistakes of the Service.” 

I have just returned from a meeting of the Inter- 
national Hospitals Federation in Venice. A_ lay 
administrator made a significant comment to me towards 
the end of the proceedings. “It is very odd,” he said, 
“but nearly everyone who referred to the N.HLS. in 
Britain was clearly envious of it. We must have done 
better than we thought.” 

A. P. THOMSON. 


CANCER OF COLON 


Carcinoma of the Colon. By Edward G. Muir, M.S., 
F.R.C.S. (Pp. 181+ vii; illustrated. 42s.) London: Edward 
Arnold (Publishers) Ltd. 1961. 


This monograph records Mr. Muir’s long experience in 
the surgery of cancer of the colon. The book contains 
chapters on the surgical anatomy of the colon, the 
aetiology of its disorders, pathology, clinical examina- 
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tion, diagnosis, and treatment. But, though the design 
is traditional, there is nothing old-fashioned about the 
text, which throughout bears the imprint of the practical 
and up-to-date surgeon. 

Thus the anatomy chapter is chiefly concerned with 
the many variations of blood supply which may modify 
the technique of colectomy, while the “ critical point of 
Sudek ” has at last achieved decent burial. There is a 
valuable discussion on the causes of delay in diagnosis, 
with brief notes on illustrative cases. The Paul—Mikulicz 
operation is still described, though the author admits 
that the indications for its use are no longer common. 
Technical details of the standard operative procedures 
are described in sufficient detail to be of value to 
surgeons in training. There is a good discussion of the 
problems involved in pelvic exenteration and the wet 
colostomy. The final chapter deals with recurrent 
cancer, and the possibility that a recurrent growth may 
still be amenable to cure is stressed, but the doctrine 
of a “ second look ” in the absence of symptoms receives 
no support. 

C. F. W. ILLINGWORTH. 


INTRODUCTION TO NEUROLOGY 

The Nervous System. An Outline of the Structure and 

Function of the Human Nervous System and Sense Organs. 

y 3 . Wyburn. (Pp. 184+vii; illustrated. 35s.) 

London, New York: Academic Press Inc. 1961. 

This is an introduction to the study of the nervous 
system in which anatomical, physiological, psychological, 
and even philosophical considerations are taken into 
account. It is intended primarily for those who are not 
medically qualified but are training for the professions 
of physiotherapy, occupational therapy, radiography, 
and other professions auxiliary to medicine. It is also 
claimed that it can provide a helpful introduction for 
the medical student and possibly for medical post- 
graduates studying for higher diplomas in psychological 
medicine. 

A feature of this book, in which it differs from many 
introductory texts, is the inclusion of descriptive and 
theoretical material which is the result of very recent 
research and the application of highly sophisticated 
techniques. As a result it gains in interest, but suffers 
as an introduction to,the better-established knowledge 
of the anatomy and physiology of the nervous system. 
It is difficult to estimate how much an elementary 
student will gain from the rather elaborate discussions 
of such subjects as the electroenéephalogram and the 
reticular formation or the general functions of the 
cerebral hemispheres in relation to consciousness. Many 
of the terms used will be mere names to which he 
can attach little meaning, and there is a danger of 
encouraging a kind of scientific mysticism which is not 
desirable in a professional training. 

There is no doubt that the earlier chapters provide 
a useful and up-to-date account of some basic 
anatomical and physiological knowledge; the chief 
value of the rest of the book is in giving an idea of the 
nature of the problems which are at present exercising 
the minds of those who specialize in neurology. The 
appreciation and understanding of these problems will 
demand extensive reading from the short but well- 
selected bibliographies which are given at the ends of 
the chapters, and also some acquaintance with the 
possibilities and limitations of the methods which are 
being used for their solution. If this is realized, the 
book provides a short and stimulating introduction to 
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the subject of neurology, modern in its outlook and 
not overburdened with the mass of descriptive detail 
which is a feature of so many textbooks. 


F. Gouppy. 


CLINICAL ENDOCRINOLOGY 


Clinical Endocrinology. For Practitioners and Students. By 

Laurence Martin, M.D.(Camb.), F.R.C.P.(Lond.). Third 

‘Ye (Pp. 275 + vii; ; illustrated. 28s.) London: J. and 
. Churchill Ltd. 1961. 


sa years ago we had the pleasure of reading and 
reviewing the second edition of this pleasing and most 
valuable little book. It is unfortunate that one of the 
authors of that edition has found it impossible to con- 
tinue his joint authorship of the third edition, but this 
volume nevertheless continues to maintain the same 
standard of concise, comprehensive, and modern pre- 
sentation as its predecessor. In the seven years which 
have elapsed since the previous edition many changes 
and developments have taken place, and to include these 
has necessitated considerable rewriting of most chapters. 
Thus the role of thyroid antibody reactions in the patho- 
genesis of Hashimoto’s disease is now clearly discussed 
and an account given of Conn’s syndrome of primary 
aldosteronism. But perhaps the biggest change is the 
inclusion of a new chapter on human sexual develop- 
ment. This gives an excellent and readily understand- 
able account of modern chromosome studies and of 
nuclear sexing, and good illustrations are included of 
nuclear sex chromatin and of drumstick appendages. 
This account leads on naturally to a good discussion 
of chromatin-positive Klinefelter’s syndrome and of 
chromatin-negative Turner’s syndrome. This, and the 
account of the “super female,” should be of great 
interest to those who have not yet followed this 
fascinating modern development. But the whole of 
endocrinology is covered, and plenty of modern 
references for wider reading in accessible journals are 
given at the end of each major section. Those who 
have the second edition will thus find the third offers 
much new material. It can be thoroughly recommended 
to general practitioners and to those studying for higher 
degrees as an excellent survey of the subject. At its 
modest price it is very good value. 
C. %.‘ Core: 


AN INSTALMENT OF “ MARSHALL ” 


Marshall’s Physiology of prremens, Edited by A. S. 
Parkes, C.B.E., .A., D.Sc., Sc.D., F.R.S, Volume I: 
Part Two. (Pp. 877+xx. £12.) Third edition. London: 
Longmans, 1960. 


Marshall has been regarded as a classic since the first 
edition appeared in 1910. The second edition was 
published as far back as 1922, so it is not surprising that 
the third edition has had to be split into three volumes 
and, indeed, the first volume into two parts. Volume I, 
part one, and volume II were published some time ago, 
but volume I, part two, has only now become available. 
It is the largest and by far the most expensive part of 
the book to have appeared. Volume III is expected 
later this year. 

Volume I, part one, dealt with the breeding season, 
the morphology of the reproductive organs, and cyclic 
changes in the female. Part two carries on the story by 
discussing the male gametes of mammals, their produc- 
tion, biology, biophysics, and biochemistry; their 
transfer to the female by copulation and insemination, 
leading to fertilization. Also included in this volume 
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are chapters on the reproductive endocrinology of lower 
vertebrates and birds, and on exteroceptive factors. The 
remaining volumes are devoted to the rest of the 
reproductive story: cleavage and further development 
of the egg; placentation and maternal aspects of 
pregnancy; parturition; lactation; fertility; sex 
determination; and in volume III mammalian 
reproductive endocrinology will be the major theme. 
The entire work represents the contributions of 
several distinguished British authors, well chosen for 
their scholarly abilities and subjected to the incompar- 
able editorial capability of Dr. A. S. Parkes (soon to 
be the first occupant of the Marshall Chair of Reproduc- 
tive Physiology at Cambridge). No more worthy 
tribute from a pupil to his former tutor could be 
imagined. The standard of writing, the extent of 
coverage, the very full bibliography, the illustrations, 
and the general production are all of the highest grade. 
Volume I, part 2, fully maintains the quality of the parts 
already published and that we have come to expect 
from this book. In spite of the rapidity with which 
the subject advances, Marshall’s third edition is an 
indispensable reference work for all concerned with 
reproductive physiology in its many facets. 


G. I. M. Swyer. 


CORONARY VASODILATORS 


Coronary Vasodilators. By R. Charlier. (Pp. 208+xi; 
illustrated. 55s.) Oxford, London, New York, Paris: 
Pergamon Press. 1961. 


It is a fair statement that the physiology and pharma- 
cology of the coronary vessels is as difficult as is the 
pathology. Comparatively little work on the coronary 
vessels, apart from the classical studies of Anrep, has 


- been done by physiologists, and the main contributions 


have come from clinicians who have undertaken experi- 
mental work in animals and from pharmacologists who 
have been concerned to find better agents for the relief 
of conditions like angina pectoris. 

This book begins by emphasizing that anginal pain 
is believed to arise from cardiac ischaemia, and that 
agents which dilate coronary vessels and increase the 
flow of blood through them will not diminish the 
ischaemia if at the same time they increase the demand 
for oxygen by the heart. It then deals very thoroughly 
with the methods which have been introduced for 
studying coronary flow in the isolated heart and in the 
anaesthetized animal. There are methods for measuring 
coronary inflow as well as for measuring coronary 
outflow, and methods for measuring inflow which can 
be used in the unanaesthetized dog over a period of 
weeks. Then there are clinical methods, and these as 
well as the animal methods are explained and criticized. 
The principal part of the book is devoted to an account 
of the very many substances which have been introduced 
as coronary dilators. Good words are said for penta- 
erythritol tetranitrate, which Russek considers to be the 
enly long-acting coronary vasodilator. Then, after a 
discussion on iproniazid, which has been found to have 
many unpleasant side-effects, we are gradually led to 
“* amplivix,” which has the complex structure of ethyl- 
2(diiodo-3’,S’hydroxy-4’benzoyl)-3benzofuran. This sub- 
stance appears from the comparative data presented 
here to be by far the best of all the coronary dilators. 
It is apparently a product investigated in the Labaz 
Laboratories, of which the author of this book is the 
head. The book gives it a most effective advertisement. 
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Examined clinically by Gillot, it has been found to have 
a favourable effect in 75% of cases when given by 
mouth, as shown by spectacular reduction in the 
frequency of the attacks of pain and the disappearance 
of the attacks in 20% of the cases. Gillot recommends 
the drug for the preventive treatment of anginal attacks. 
It is remarkable for having very little effect on the 
peripheral circulation, confining its action to the 
coronaries. We may earnestly hope that its clinical 
efficacy will endure. The price of the book is much 
higher than I would have expected it to be. 


J. H. Burn. 
CHRISTENER OF ORTHOPAEDICS 


Orthopaedia. By Nicolas Andry. Two volumes. Facsimile 

Reproduction of the First Edition in English, London, 1743. 

Volume I (Pp. 230+ viii); Volume II (Pp. 310+vi). 80s. the 

two volumes. Philadelphia, Montreal: J. B. Lippincott 

Saeeeney. London: Pitman Medical Publishing Co. Ltd. 
61. 


The French physician Nicolas Andry (1658-1742) has 
an undisputed place in medical history as one of the 
founders of modern orthopaedics and as the man who 
gave the specialty its name. His great book on the 
subject, first published in French in 1741, when its 
author was 82, appeared in an English translation in 
1743, a year after his death. As the first work in 
English on the subject this translation is clearly one 
which should be freely available and known to medical 
historians and orthopaedic surgeons, and in sponsoring 
a facsimile reprint the Association of Bone and Joint 
Surgeons has done a service to both. A tendency to 
stumble over the long “s” is the only disadvantage 
which the general reader is likely to find in this 
photographic reproduction of the eighteenth century 
text, but this is more than outweighed by the charming 
period character of the production, with the many 
delightful cuts which Andry interspersed to illustrate 
his methods or equipment. 

The early history of orthopaedics in England lies 
mainly with the amateur—the Earl of Derby in the 
reign of Elizabeth I was a noted bone-setter—and the 
influence of Andry’s professional status in giving 
weight and dignity to his subject cannot be over- 
estimated. After training for the Church, Andry 
studied medicine at Rheims and Paris and graduated 
M.D. in 1697—his fortieth year. He became a 
professor in the Collége de France, an editor of the 
Journal des Scavans, and, eventually, Dean of the 
Faculty of Medicine. A lifetime of experience and the 
wisdom of all his years went into his Orthopaedia, 
which title, he says, “I have formed of two Greek 
Words, viz. Orthos, which signifies streight, free from 
Deformity, and Pais, a Child. Out of these two Words 
I have compounded that of Orthopaedia, to express in 
one Term the Design I Propose, which is to teach the 
different Methods of preventing and correction of 
Deformities of Children.” 

Andry was a great believer in controlled exercise and 
correct posture and carriage. He realized that muscles 
were the chief instruments in shaping a child’s body, 
and devised his exercises accordingly. His acute 
pathological observations include accounts of club- 
foot, spinal curvature, and congenital dislocations and 
deformities, and he invented techniques of splinting for 
their correction. His other writings include several on 
pharmacy and therapeutics, and one, which was the 
subject of controversy, on the animal parasites of man. 

F. N. L. Poynter. 
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BOOKS RECEIVED 
Review is not precluded by notice here of books recently received. 


Chemistry of Enzymes in Cancer. By 
D.Phil.Nat., D.Sc., F.R.S. (Pp. 122+xi; 
Springfield, Illinois: Charles C. Thomas, 
Scientific Publications. 1961. 

Prosthetic Valves for Cardiac Surgery. Edited by K. Alvin 
Merendino, M.D., and assisted by Andrew G. Morrow, M.D., 
C. Walton Lillehei, M.D., and William H. Muller, jun., M.D. 
(Pp. 586+xxix; illustrated. 66s.) Springfield, Illinois: Charles 
C. Thomas. Oxford: Blackwell Scientific Publications. 1961. 


Diagnosis of Upper Gastrointestinal Hemorrhage. By Eddy D. 
Palmer, M.S., M.D., F.A.C.P. (Pp. 66+-vii; illustrated. 38s.) 
Springfield, Illinois: Charles C, Thomas. Oxford: Blackwell 
Scientific Publications. 1961. 


Brain Mechanisms and Learning. A Symposium organized by 
the Council for International Organizations of Medical Sciences, 
Established under the joint auspices of Unesco and W.H.O. Con- 
sulting editors: A. Fessard, R. W. Gerard, and J. Konorski. 
(Pp. 702+ xiv; illustrated. 70s.) Springfield, Illinois: Charles C. 
Thomas. Oxford: Blackwell Scientific Publications. 1961. 


Enfermedades del Coldgeno. Manifestaciones Neurologicas, 
Musculares y Psiquiatricas. By Gustavo F. Poch. (Pp. 173+ 
xv; illustrated. No price.) Buenos Aires, Argentina: Lopez 
Libreros Editores S.R.L. 1960. 


Molecular Genetics and Human Disease. Edited by Lytt 
I. Gardner, M.D. (Pp. 297+xviii; illustrated. 92s.) Springfield, 
Illinois: Charles C, Thomas. Oxford: Blackwell Scientific 
Publications. 1961, 

Theory of Shoulder Mechanism: Descriptive and Applied. 
By A. K. Saha, B.Sc., M.B., B.S., F.R.C.S.(Eng.), F.R:C.S.(Edin.), 
M.Ch.Orth(L’pool.). (Pp. 107+xii; illustrated. 44s.) Spring- 
field, Illinois: Charles C. Thomas, Oxford: Blackwell Scientific 
Publications. 1961. 


Chemistry of Drug Metabolism. By William H. Fishman, 
Ph.D. (Pp. 235+xvii; illustrated. 84s.) Springfield, Illinois: 
Charles C. Thomas. Oxford: Blackwell Scientific Publications. 
1961. 

Dermatology for Students. Edited by Ray O. Noojin, M.D. 
(Pp. 301+xiii; illustrated, 76s.) Springfield, Wlinois: Charles C. 
Thomas. Oxford: Blackwell Scientific Publications. 1961. 


Transactions of the American Ophthalmological Society. 96th 


Franz __iBergel, 
illustrated. 44s.) 
Oxford: Blackwell 


Annual Meeting, 1960. (Pp. 437+xviii; illustrated. 80s.) 
Toronto: University of Toronto Press. 1961. 
A Doctor Rememéers. By Kenneth Fraser, M.D. (Pp. 175; 


illustrated. 12s. 6d.) Dumfries: Robert Dinwiddie and Co. Ltd. 


1961. 


Kernicterus and its Importance in Cerebral Palsy. A Conference 
presented by the American Academy for Cerebral Palsy. 11th 
Annual Meeting. (Pp. 306+xi; illustrated. 70s.) Springfield, 
Illinois: Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1961. 

A Nosometric Approach. Multiple Sclerosis. Prognosis and 
Treatment. By Leo Alexander, M.D., Austin W. Berkeley, 
Ph.D., and Alene M. Alexander. (Pp. 188+ xvi; illustrated. 
60s.) Springfield, Hlinois: Charles C. Thomas. 1961. 

Sex and the Church. A Sociological, Historical and Theolo- 
gical Investigation of Sex Attitudes. Marriage and Family 
Research Series. Volume V. Edited by Oscar E. Feucht. 
(Pp. 277+xiv. 25s.) St. Louis, Missouri: Concordia Publishing 
House. 1961. 


Les Manifestations Epilepttiques. Part I. Etude Analytique. 
By Lucien Sorel. (Pp. 500; illustrated. FB. 500.) Louvain, 
Belgium: Editions Nauwelaerts. Paris: Béatrice-Nauwelaerts, 
1961. 


Physiological and Pathological Ageing. By V. Korenchevsky, 
M.D. Edited by Geoffrey H. Bourne, D.Sz., D.Phil., F.Z.S. 
(Pp. 514. Swiss Fr. 85.) Basel, Switzerland, and New York: 
S. Karger. 1961. 

Clinical Reports. Volume 10. Edited by R. S. Lawson. 
(Pp. 104; illustrated. No price.) Melbourne, Australia: Alfred 
Hospital. 1960. 

Toward the Conquest of Beriberi. By Robert R. Williams. 
(Pp. 338+xxii; illustrated. 60s.) Cambridge, Massachusetts: 
Harvard University Press. London: Oxford University Press. 
1961. 
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CONTROLLING THE HOSPITAL 
STAPHYLOCOCCUS 

For many years now hospital cross-infection with 
staphylococci has been the subject of a continuous 
stream of articles in the medical press. It has also 
featured in lay publications and even in Emergency 
Ward 10. Although both cross-infection and articles 
about it continue, there is a change. Whereas a 
decade ago most of the articles were sad stories by 
bacteriologists depicting the untrammelled spread of 
staphylococci from patient to patient, to-day they 
record the attempts of clinicians and bacteriologists 
to co-operate in curbing the activity of the microbe. 
An excellent example of this approach is to be seen 
in the special number of the Journal of Clinical 
Pathology issued in January this year.* 

Much has been learned about the habits and 
predilections of this ubiquitous and _ versatile 
organism and many measures for preventing its 
spread in hosgitals have been devised. But, since 
adequate measures for controlling the staphylococcus 
in hospitals are both time-consuming and expensive, 
it is perhaps not altogether surprising that clean 
surgical wards and newborn babies in hospital 
continue to become infected by it. Most of the 
resulting infections are of a minor nature, but it must 
be strongly emphasized that severe and even fatal 
infection may supervene. A paper by Dr. D. E. B. 
Powell in this issue of the Journal (page 336) records 
49 cases of staphylococcal septicaemia in a 360-bed 
hospital over a nine-year period. Sixteen of the 
patients, only one of whom recovered, contracted the 
infection in the hospital after surgical procedures or 
steroid therapy. J. E. Hassall and P. M. Rountree? 
recorded 86 cases of staphylococcal septicaemia in a 
hospital in Melbourne in the eight years 1950—7. 
Forty of the patients, 31 of whom died, contracted 
1 See also Brit. med. J., 1961, 1, 648. 
ofeee, Rk. end Rowatre, Getiine 1D. bg ME. A., Williams, 

R. E. O., Rippon, J. E., and Jevons, M. P., Brit. med. Jug 1958, 1, 607. 

4 Barber, M., Dutton, A. A. C., Beard, M. A., Elmes, P. C., and Williams, R., 


ibid., 1960, 1, 11. 
Hare, R., and Thomas, C. G. A., “% 1956, 2, 840. 
bd ‘and Ridley, M. ibid., ge 
7 Barber, M., Wilson, D. B Ripon, 3. J. E., and Williams, R. E. O., J. 
Obstet. Gynaec. Brit. p dy “195 
—— and Burston, J., Lancet, "1955, ’2, S78. 
* Anderson, E. S., and Williams. R. E. O., J. clin. Path., 1956, 9, 94. 
10 Williams. R. E. O., Lancet, 1959, 1, 190. 
11 Simpson, K., Tozer, R. C., and Gillespie, ¥ A.., Brit. med. J., 1960, 1, 315. 
11 Gillespie. W. A., Alder. Vv. G., — ie, w a, Bradbeer, J. W., and 
Wypkema, W., Lancet, 1959, 2, 781. 
sais apd pend EY D. E. B., and Wypkema, W., ibid., 1961, 2, 1299. 











the infection in hospital after surgical procedures, 
intravenous therapy, or administration of steroids. 

Nevertheless considerable progress has been made, 
at least in our understanding of hospital infection 
with staphylococci. We are in no doubt that the 
primary reservoirs of the staphylococcus are patients 
or staff with lesions, and nasal and skin carriers. The 
difficulty is that both septic lesions and the carrier 
state occur so frequently in the staff and patients of a 
hospital that the people concerned cannot be 
excluded from the general wards. Thus the radical 
methods used in maternity departments to keep out 
the haemolytic streptococcus cannot be applied to 
the much more ubiquitous staphylococcus. We are 
forced to compromise, but recent studies offer several 
hopeful lines of attack. 

First, as to the source: it is now clear that not all 
those people who have septic lesions or are carriers 
are equally dangerous. Some strains of staphylococci 
are more virulent than others, and some infected 
patients and carriers are particularly apt to con- 
taminate the environment. The virulence of the 
organism is not easy to determine by laboratory tests 
of pathogenicity, but in a given hospital it is usually 
clear which strains are dangerous. Thus R. A. 
Shooter and his colleagues*® isolated 186 different 
phage-types of Staph. aureus from a surgical ward 
over a period of eight months, but only 13 caused 
disease and only 3 were responsible for sepsis in 
more than one patient. Similarly Mary Barber and 
her colleagues,‘ in a two-and-half-year study involv- 
ing 5,000 surgical patients, found that a few of the 
very large number of strains of Staph. aureus 
isolated were of enhanced virulence both in their 
capacity to initiate infection and in the severity of 
the infection caused. Bacteriophage typing takes 
time, and not all laboratories have facilities for it. 
But in our hospitals to-day it is fairly safe to assume 
that the highly virulent staphylococci, at least in 
surgical wards, will show multiple resistance to anti- 
biotics, since these are the strains that have survived 
in the tissues of treated patients and have spread by 
passage in the hospital community. 

R. Hare and his colleagues** have studied the 
capacity of individuals to disperse staphylococci into 
the environment. In a paper in the Journal this 
week (p. 333) Professor Hare and Dr. E. M. Cooke 
show that in some cases “no part of the patient 
himself, his clothing, his bedding, or the floor in his 
vicinity is likely to be free of Staph. aureus.” The 
types of lesion responsible for this degree of con- 
tamination were exposed infections of the skin, 
staphylococcal pneumonia, and severe enterocolitis. 
Lesions which could be dressed caused much less 
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contamination. It follows that only complete segrega- 
tion of such patients could prevent the transfer of 
infection. 

Secondly, can we protect the potential sources of 
infection—that is to say, the sites particularly prone 
to become infected, such as operation wounds, and 
the skin, umbilical area, and nose of newborn 
infants ? In maternity wards the answer appears to 
be, Yes ! Here the strains responsible for colonization 
of the anterior nares and skin of healthy babies are 
those responsible for most cases of neonatal sepsis. 
They are usually strains resistant to penicillin only 
and are similar to those which predominate among 
nurses who are nasal carriers.7'° There is little 
doubt that nasal carriage and sepsis go together in 
newborn babies, and both can usually be prevented 
by measures to prevent colonization of anterior 
nares, skin, and umbilical area, such as those that 
have been described by K. Simpson and colleagues"? 
and now by Dr. Anna Cope and her colleagues in 
the present issue of the Journal (page 329). 

The position in surgical wards is much more 
complicated, because the sites are more difficult to 
protect and the infecting strains tend to be 
multiple-resistant organisms of high virulence. W. A. 
Gillespie and his colleagues at Bristol’? ** have had 
considerable success in reducing cross-infection in 
surgical wards by a series of precautions directed 
against potential sources and against vectors. The 
former consisted in nasal treatment of all patients 
with neomycin and chlorhexidine or neomycin and 
bacitracin cream, and the prophylactic spraying of all 
open and drained wounds with neomycin, bacitracin, 
and polymyxin or with powder and gauze contain- 
ing chlorhexidine. Precautions against vectors con- 
sisted in disinfection of bedding, baths and bath 
water, urine bottles, crockery, nurses’ hands, and the 
ward barber’s equipment. They propose in addition 
the application of hexachlorophane dusting powder to 
the buttocks and perineum of bed-ridden patients. 

The question arises, Are all these precautions 
necessary ? In yet another paper in the Journal this 
week (page 330) Drs. R. J. Henderson and R. E. O. 
Williams record findings which suggest that systematic 
nasal disinfection with a chlorhexidine-and-neomycin 
cream had no influence on post-operative wound 
sepsis in the individual treated patients. But, of 
course, as they point out in discussion, nasal treat- 
ment of all patients in a ward may reduce the 
contamination of the ward as a whole and thus the 
overall sepsis rate. 


Certain conclusions can be drawn. No patients 
with exposed staphylococcal infections of skin, 
staphylococcal pneumonia, or other lesions 





particularly apt to contaminate their environment 
should be admitted to an open surgical ward. Any 
patient found to be infected with a multiple-resistant 
strain of Staph. aureus should be transferred to an 
isolation ward or single cubicle. No member of staff 
with a septic lesion, however small, should be 
permitted to operate on or nurse surgical patients. 
Since, even if these measures are strictly applied, 
dangerous staphylococci are apt to get into surgical 
wards, some attempt to decontaminate the environ- 
ment and protect potential sites of infection must be 
carried out. The extent of the precautions necessary 
remains to be determined, but at present it is prob- 
ably wiser to introduce too many than too few, and 
perhaps the full routine recommended by Gillespie 
and his colleagues** is worth a more extended trial. 
We might add to the list an antibiotic policy designed 
to prevent the emergence of drug-resistant strains of 
staphylococci, especially as these are apt to be of 
enhanced virulence. Finally, we must be unceasing 
in our demand for surgical units with smaller wards 
and more numerous and better-constructed isolation 
rooms. 








CANNED FOODS AND CANCER 

The debate’ in the House of Lords on chemicals in 
food a few weeks ago produced a number of well- 
reasoned statements and proposals with which few 
could quarrel. But disagreement arose when 
Baroness Summerskill suggested that canned food 
might cause cancer through its metal content. The only 
evidence given for this was a story ascribed to the 
late Sir Jack Drummond about a small colony of 
nuns in a remote part of Africa who lived mainly 
on canned food, and among whom there was said to 
be a high incidence of neoplastic diseases. In the 
subsequent correspondence’ in The Times this story 
formed a subject of argument, with one correspondent 
quoting from The Englishman’s Food by Drummond 
and Wilbraham,’ beginning with the sentence: “One 
of the most foolish fallacies concerning ‘tinned’ 
foods is that they are liable to cause cancer.” 

Most of the research on canning has been towards 
eliminating hazards from bacterial contamination and 
acute or chronic chemical intoxication. Many of the 
problems investigated are not peculiar to the canning 
process. The possibilities of hazards from canning 
are contamination with metals present in the tin-plate 
from which the can is made and the solder with which 
it is sealed, and with the lacquer with which it is lined. 

The possible dangers of ingesting metals derived 
from cans should be considered against the back- 
ground of their ingestion from all sources. Many 


metals are present as traces in raw food ; these may 
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be derived from the soil, from atmospheric deposition, 
or from spraying. Metals may accidentally become 
mixed with food due to contact with machinery or 
during storage or cooking in metal containers. Before 
digestion food comes in contact with metal cutlery 
and the metal fillings of teeth. Little is known about 
the contribution of most of these potential sources 
and even less about the possible cancer hazards of 
the chronic ingestion of many of the metals concerned. 
The concentrations of the more toxic metals in food 
are controlled by legislation or by recommendations 
of advisory committees. These controls appear to be 
adequate safeguards against acute and most forms 
of chronic toxicity. However, with the increasing 
awareness of the possible cancer hazard from heavy 
metals, the biological testing of these metals is an 
urgent matter. 

Up to 1953 the permitted maximum level for tin 
in canned food was 286 p.p.m. This recommenda- 
tion, made in 1908, was based not on the results of 
biological research but on the fact that levels rarely 
exceeded this during routine canning of a variety of 
food products. In 1953 the permitted maximum was 
reduced to 250 p.p.m.* This decision was not made 
because of any evidence of poisoning attributable to 
the content of tin in canned foods but in “in view 
of improvements in the canning process since 1908,” 
and “since a high tin content in food would be 
contrary to govud commercial practice.” 
before the introduction of lacquering the tin content 
frequently rose during prolonged storage to levels 
much in excess of the tolerated maximum’; but 
nowadays, so far as unopened cans are concerned, 
and with the exception of a few tinned foodstuffs, the 
tin content rarely rises above 40 p.p.m.° If left in 
an opened can, however, the tin content of food may 
rise in some cases as a result of oxidative processes.’ 
There is no evidence that tin has any carcinogenic 
activity, but to be prudent this metal in various forms 
should be tested for carcinogenicity in long-term 
animal tests. 

The solder used to seal cans consists of a mixture 
of tin and lead. The proportion of these two metals 
varies ; there may be as little as 2% or as much as 
100% tin. In addition, traces of other metals (e.g., 
silver, copper, zinc, and cadmium) may be present 
as contaminants in the lead. Cheftel* compared the 
levels of lead in food during storage in cans sealed 
with solders containing tin and lead in the proportions 
1 Home of Lords Official Report, Thursday, June 15, 1961, p. 327 et seq. 

: Snumgend, tans Wilbraham, A’, The Englishman's Food, 1939, London, 
‘ Ministry of Food, Trade Press Notice No. 155-3T, 1953. 

« Adam, WD. and Fiorner, G.;J. Soe. chem, Ind. (Loni), 1937, 66, 329. 
ag hag Ai AO ee 
® Zollinger, H. U., Virchows Archiv. path. Anat., 1953, 323, 694. 


1° Coghill, C. R., and Salomon, K., J. industr. Hyg., 1943, 25, 81,91; and 
1944, 26, 22, 162. 





In fact, . 


2:98 and 33:67 respectively, and found no difference. 
Zollinger® induced tumours of the kidney in rats by 
subcutaneous injection of lead phosphate. But in 
these and other experiments in which kidney tumours 
have been induced the dose of lead has been large. 
Experiments need to be carried out with lower doses 
of lead. - There is no evidence that lead has been an 
occupational carcinogenic hazard to men exposed to 
the metal or to lead compounds. Cowgill and 
Salomon’® found that whereas lead acetate caused 
lead-poisoning in rats, pellets of lead solder were 
non-toxic to them, even in amounts as high as 300 
p.p.m. of the diet. This finding is reassuring, because 
manufacturers find it difficult to exclude “ solder- 
splashes ” from cans. 

In summary, it can be said that, as views and 
standards of chronic toxicity are continuously 
changing, possible risks of additives and contami- 
nants of food, particularly metals, should similarly 
be kept continuously under review. 








MEDICAL RESEARCH IN BRITAIN 
TO-DAY 

The report’ of the Medical Research Council for 
1959-60, briefly mentioned in last week’s Journal, 
records progress in many fields. Plans for the 
Clinical Research Centre, a project announced in the 
previous report, are going ahead: a site has been 
chosen at Northwick Park, Harrow. Here the Centre 
will be associated with the proposed new district 
hospital for Harrow, a situation convenient for access 
to the National Institute for Medical Research at Mill 
Hill. Professor J. R. Squire has been designated 
director of the new Centre. Another important 
development is the coming into being of the promised 
Tropical Medicine Research Board, which has the 
responsibility of “promoting and co-ordinating 
research ” into problems of tropical medicine. During 
the financial year 1960-61 the Council received from 
Parliament a grant-in-aid of £4,113,060, together with 
£355,500 on a non-recurrent account for buildings 
and special apparatus. The report gives a very brief 
account of the activities of the many units 
thus supported—the National Institute for Medical 
Research, 71 other research units, 5 institutions 
receiving block grants—and many grant holders in 
universities and elsewhere. Following the custom of 
the last few years, however, the report singles out for 
more detailed treatment a few subjects of particular 
note. 

The Council records with satisfaction that after 14 
years of struggle, apparently unrewarding, a real 


1 Report of the Medical Research Council for the Year 1959-1960, 1961. 
H.M.S.O., London. Price 15s 6d. net. 
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advance has been made in the study of the common 
cold. Common cold viruses have been cultivated in 
the laboratory and methods devised for studying their 
properties, for discovering how many there are, and 
what sort of immunity they induce—in fact, all the 
many things about them research workers have for 
so long been unable to find out. New knowledge 
should now come tumbling in. Another respiratory 
disease, chronic bronchitis, has been tackled along 
very different lines. With the common cold it was 
known that there was an elusive virus to be sought, 
but the causation of chronic bronchitis is much more 
obscure, and the problem has to be approached less 
directly by aid of the tools of epidemiology and 
statistics. There is the challenging fact that in the 
United Kingdom chronic bronchitis, to-day’s “ Eng- 
lish disease,” causes in middle-aged and elderly men 
a mortality forty times higher than that in 
Scandinavia and the U.S.A. Some factors have been 
recognized: industrial pollution is one, cigarette- 
smoking is another. There are, however, still puzzles 
and anomalies to be sorted out, but at least the 
magnitude of the problem is now recognized. 

Work is recorded on the surgery of duodenal ulcer, 
particularly on how pharmacological studies can help 
to decide which ulcer patients are most suitable for 
treatment by vagotomy. There are also reviews of 
recent advances, to which the Council’s workers have 
greatly contributed, on auto-immune diseases such as 
acquired haemolytic anaemia, disseminated lupus 
erythematosus, and perhaps rheumatoid arthritis ; on 
skin pathology ; on glaucoma ; on new applications 
of fluorescence microscopy; on the cultivation of 
schistosomes and other parasitic flukes in the 
laboratory ; and on the physiological approach to 
the study of epilepsy. New techniques devised at 
the Council’s Hampstead laboratories have made 
possible studies of energy expenditure in various 
occupational groups, at different times of year, and 
in Antarctic explorers and Channel swimmers. 

Although the report, covering so many aspects of 
medical research, is an impressive record of vitally 
important work, it is salutary to look critically at 
what Britain is doing and to ask: Is itenough? With 
expenditure on the National Health Service of nearly 
£850m., is it sufficient to spend less than £44m. (not 
much more than 0.5% of the cost of the N.H.S.) in 
efforts directed to improving the country’s health— 
and thus ultimately bringing down the cost of the 
Service ? The numbers of people doing first-class 
medical research are relatively few. Is it worth while 
pouring more money into projects if the brains to 
make good use of the money are not there? Few 
would dispute that in some fields of research in the 


United States brains are scarcer than money, and 
that support is quite readily available for workers 
not of the highest calibre as well as for the brightest. 
Perhaps that is not important, for useful discoveries 
have been made by people who devised experiments 
so odd that no wise man would have thought twice 
about doing them. All the same, it is better on the 
whole to invest our money in the best brains, and if 
the question is raised of shortage of good research 
workers, surely the answer is to attract more 
promising people into research and to offer them 
better prospects. The Medical Research Council is 
on the right lines here in offering studentships for 
training both in clinical and laboratory research. 
Only a little time ago the effects of National Service 
were very frustrating: at a time when a young man’s 
interest in research should have been tenderly 
encouraged he was whisked off into the Forces, and 
when he came out again he commonly had a wife 
and family and was looking for a job which offered 
him much quicker financial returns than research 
could bring. The flow of recruits to research should 
be better now, but it is still inadequate. 

There is room for improvement in a number of 
ways. Many people feel that some research projects 
are specially favoured and obtain all the money 
needed regardless of cost.. Other projects, equally 
important but less spectacular, the Cinderellas, have 
to fight for every penny—and then they may get only 
a halfpenny. The administration of research is often 
cumbersome. In most institutes fairly expensive 
equipment has to be budgeted for a whole year in 
advance. This can be most irksome. Perhaps a 
really promising worker has a very bright idea 
requiring some elaborate equipment: it does nobody 
any good that he may have to wait a year for it. 

In the face of so many difficulties the Medical 
Research Council may be very proud of what it has 
achieved—-proud, but not complacent. There is so 
much to be done, and we must be alert to find ways 
of seeing that progress is speeded up. 








ENDOGENOUS LIPOID PNEUMONIA 


Lipoid pneumonia is to-day too often identified with 
aspiration pneumonia or pneumonia of exogenous 
origin. Certainly the exogenous type is of great 
importance because it is largely preventable, its cause 
being known; the prolonged administration of 
paraffin, in oily nasal drops or as an aperient, is no 
longer justified. Exogenous or aspiration lipoid 
pneumonia has to be distinguished from endogenous or 
cholesterol pneumonitis, which latter may closely 
resemble carcinoma of the lung, even at operation. 
J. J. Sullivan and his colleagues’ review five cases of 





‘1 Or er HF FH 


a em ar fA 





Aue. 5, 1961 


ENDOGENOUS LIPOID PNEUMONIA 


365 


BRITISH 
MEDICAL JOURNAL 





cholesterol pneumonitis for which surgical excision was 
carried out because carcinoma could not be excluded 
before operation. In no case was there any other 
identifiable disease such as carcinoma, bronchiectasis, or 
lung abscess—conditions often associated with secondary 
endogenous lipoid pneumonia. The onset of symptoms 
—cough, sputum, and pain—suggested infection in all 
save one case, but varying amounts of blood in the 
sputum, and poor response to antibiotics or relapse, all 
favoured carcinoma. At operation a uniformly con- 
solidated segment or lobe was generally found, usually 
associated with pleural adhesions and perhaps con- 
tracted. 

The characteristic microscopic appearance? of 
endogenous lipoid pneumonia is of foam cells in the 
alveolar spaces and within the alveolar walls—macro- 
phages with abundant foamy cytoplasm which stains 
for fat and for cholesterol. Inflammatory reaction is 
usually lacking, though there may be a varying degree 
of fibrosis of the alveolar walls. Foam cells are not 
abundant in the lymph nodes draining the area. 
Chemical analysis of the yellow regions yields high 
values for cholesterol and cholesterol esters. W. R. 
WaddeH and colleagues* succeeded in producing a 
similar appearance in rabbits fed on a high cholesterol 
diet and infected by intratracheal inoculation of bacteria 
(either Pasteurella pseudo-tuberculosis or Klebsiella 
pneumoniae). The high level of blood cholesterol 
needed in the experimental animal emphasizes the 
endogenous source of the lipoid, though in patients a 
raised level has not been found. Local conditions, 
however, also play a part, and whether in man infection 


or some other factor such as lymph stasis is necessary to © 


produce the condition is not known. After irradiation 
of the lung these changes have been found in a region 
in which on radiological grounds cancer was not thought 
to have been present.‘ After months of administration 
of antimony trioxide a similar condition is produced® 
in which fibrosis of the alveolar walls is also present but, 
strikingly, although the pigment is present in the 
lymph node, no fat-filled macrophages or fibrosis are 
found, suggesting that the lipoid plays an intermediate 
role in the development of fibrosis. 

Although the clinical picture resembles carcinoma, 
special tests for carcinoma pre-operatively will be 
negative. Unfortunately no positive test for the 
diagnosis of endogenous lipoid pneumonia is available, 
for foam cells that stain for fat are common in sputum. 
Open bronchi as seen at bronchoscopy or by 
tomography are consistent with the presence of a 
carcinoma. Even if a pathologist finds cholesterol 
pneumonitis in a frozen section at operation, this cannot 
conclusively exclude cancer, and the surgeon is still 
under obligation to establish that there is no cancer. 
Although the disease poses unanswered questions on 
pulmonary metabolism, for the clinician the serious 
problem is that of diagnosis. 

! Sullivan, J. J., Jr., Ferraro, L. R., Mangiardi, J. L., and Johnson, E. K., 
Dis. Chest, 1961, 39, 71. 
® Waddell, W. R., Sniffen, R. C., and Sweet, R. H., J. thorac. Surg., 1949, 
i Whytehead, L. L., ibid., 1954, 28, 134. 


* De Navasquez, S. J., Trounce, J. R., and Wayte, A. B., Lancet, 1951, 1, 1206. 
5 Gross, P., Brown, J. H. U., and Hatch, T. F., Amer. J. Path., 1952, 28, 211. 
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PERCHLORATE AND THE NEPHROTIC 
SYNDROME 


Drugs which are used in the treatment of thyrotoxicosis 
have been responsible for a wide variety of toxic side- 
effects. Most of these, such as skin rashes, occur 
relatively frequently and are mainly annoying; a few, 
and in particular agranulocytosis and aplastic anaemia, 
are much less common but are serious and may 
endanger life. Antithyroid drugs differ in their 
liability to cause side-effects, and potassium perchlorate 
has been shown!” to produce the less serious ones 
relatively infrequently when it is given in doses of less 
than 1 g. a day. Further experience, however, has 
brought to light a significant chance of producing 
pancytopenia when this drug is given to thyrotoxic 
patients.* 

A new and unexpected complication of perchlorate 
therapy is described by R. E. Lee and colleagues. A 
64-year-old girl with proved thyrotoxicosis was treated 
for a few days with 600 mg. of potassium perchlorate. 
Because she complained of gastro-intestinal symptoms 
the sodium salt was substituted for the potassium salt 
and was given in a large dose (2 g. a day) for four 
months. She then developed the symptoms and signs 
of the nephrotic syndrome as well as of hypothyroidism. 
Administration of the sodium perchlorate was stopped 
and treatment with a low-sodium diet, cortisone, and 
triiodothyronine was followed by clinical and biochemi- 
cal improvement. A renal biopsy carried out as soon 
as the presence of renal disease was recognized showed 
the changes usually seen in the nephrotic syndrome. In 
addition there was an unusual basophilic crystalline 
deposit in peritubular loci which was thought to 
represent either a breakdown product of perchlorate 
or some by-product of the toxic effects of perchlorate 
on the cells. A second biopsy after treatment and 
partial remission of the nephrotic syndrome revealed 
normal glomeruli, and the deposits of the precipitate 
had disappeared. As the authors point out, the amount 
of perchlorate given to this child was much greater than 
was advisable. In relation to the child’s weight, the dose 
given was eight times the daily maintenance dose of 
potassium perchlorate recommended in the British 
Pharmacopoeia. 

Evidence that a drug is responsible for a pathological 
condition is always suspect when it is based on a single 
example, but, even if the ability of perchlorate to damage 
the kidneys is accepted, this case is of toxicological 
rather than of therapeutic interest. The report does 
not convince the reader that potassium perchlorate in 
reasonable doses should be discontinued in the treat- 
ment of thyrotoxicosis. It is the toxic effects on bone- 
marrow, which may occur even with comparatively low 
daily doses, which must weigh much more heavily when 
deciding whether or not to prescribe this otherwise 
satisfactory drug. 





1 Crooks, J., and Wayne, E. J., Lancet, 1960, 1, 401. 

2 Morgans, M. E., and Trotter, W. R., Brit. med. J., 1960, 2, 1086. 

3 See Brit. med. J., 1961, 1, 1520. 

4 in? S Vernier, R. L., and Ulstrom, R. A., New Engl. J. Med., 1961, 
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A PROLIFERATION OF ADVICE 


The Central Health Services Council was set up in 
accordance with section 2 of the N.H.S. Act, 1946, to 
advise the Minister on general matters relating to the 
Health Service or the services provided by local health 
authorities. It has six ex officio members comprising 
the presidents of the Royal Colleges and of the G.M.C., 
and the chairmen of Council of the B.M.A. and of the 
Society of Medical Officers of Health, and 35 other 
members appointed by the Minister after consulting 
representative organizations. Its annual report, of 
which the latest appeared last week,’ gives a short 
account of the year’s work carried out by the council 
and the standing committees which assist it. In 
accordance with custom its advice is often bravely 
directed at other recipients than the Minister. Some 
suggestions that might help to make a patient’s stay in 
hospital less disagreeable than it must to a certain 
extent be “are offered for the consideration of hospital 
authorities.”* Admission during the afternoon rather 
than the morning is recommended ; a later start to the 
day is suggested to meet one of the main criticisms that 
patients make, and the serving of lunch before noon, 
Save in exceptional circumstances, is condemned. And 
nursing duty in a three-shift system per day is proposed 
as worth study. 

Drug manufacturers are offered some assistance in 
the difficult task of trying out new drugs. The Stand- 
ing Joint Committee on the Classification of Proprietary 
Preparations (the Cohen Committee), which includes 
Scottish members, has had its terms of reference 
extended by adding the following: 


“To advise on the circumstances in which clinical trials 
of new drugs not accepted as of proved therapeutic value 
but for which prima facie evidence of therapeutic value is 
presented, should be encouraged; to recommend which 
products submitted to them for classification should 
undergo independent clinical trials ; to assist manufacturers, 
if desired, in arranging such clinical trials for their 
products by giving guidance on the trials that should be 
carried out, including the agencies that might be used ; and 
to assess the results of the trials as a preliminary to 
classification of the preparation.” 


At its last two meetings the committee “ gave 
preliminary consideration to questions of clinical trials,” 
and was reinforced by the addition of “two physicians 
with an interest in clinical trials, a surgeon, and an 
obstetrician-gynaecologist.” This is a questionable 
policy. Any increase in the central control of what 
drugs the practising doctor should use should be 
resisted. Mr. Powell, Minister of Health, is himself 
perhaps better aware of the dangers of such control than 
are some of his medical advisers. In the Winchester 
address* he observes that he has to rely on professional 
advice, adding, “ the adviser in these circumstances will 





1 Report of the Central Health Services Council for the Year Ended 


December 31, 1960, Preceded by a Statement made by the Minister 
of Health, 1961. H.M.S.O., London. 2s. 

3 See Ministry of Health—Central Health Services Council, The Pattern of 
the In-patient’s Day, 1961. H.M.S.O. 


3 Powell, J. E., Brit. med. J., 1961, 1, 1479. 
4 Brit. med. J. Suppl., 1961, 2, 69. 


certainly be respectable, august, safe, and therefore, in 
the nature of things, rather elderly... .” The less 
power these august and respectable people have to 
dictate therapeutic policy the better, we submit, for the 
healthy development of medicine. 

Mortality from accidental poisoning seems to be 
rather high in England and Wales, so that the council’s 
suggestions on mitigating it are of special interest. 
The poisons most commonly implicated are coal gas 
in the home, barbiturates, and salicylates (mainly 
aspirin). The report recommends that in any area one 
general hospital, with special equipment, should be 
designated as the “preferred receiving centre” and 
take serious cases. In addition all casualty departments 
should contain reference works on the diagnosis and 
treatment of poisoning. The report also invites special 
inquiry into methods of identifying tablets—a subject 
that engaged the attention of the Annual Representative 
Meeting at Sheffield recently, and was referred to the 
B.M.A. Council for study.‘ 


LYMPHOSARCOMA AND HYDANTOIN 
ANTICONVULSANTS 


It is important that drug reactions, even the more 
unusual ones, should be known to prescribers. The 
hydantoin anticonvulsants (“dilantin,’ “epanutin,” 
“eptoin”) are widely used. Apart from their usual 
complications of ataxia and gum hypertrophy, drug 
rashes and fever may also sometimes occur in the 
susceptible, Occasionally they cause macrocytic 
anaemia and even leucopenia. A much more rare but 
equally more serious effect may be the appearance of a 
syndrome that mimics lymphosarcoma. This was men- 
tioned by S. L. Saltzstein and L. V. Ackerman’ in 1959, 
but it is not widely known, and a reminder from S. 
Rosenfeld ef al.? is timely. They describe a case in which 
diphenylhydantoin apparently caused fever, joint pains, 
lymphadenopathy, and hepatomegaly. Furthermore, 
histological examination of lymph nodes suggested a 
diagnosis of lymphoblastic lymphosarcoma, and the 
patient was given nitrogen mustard. However, a month 
after ceasing hydantoin therapy all symptoms and signs 
subsided, only to reappear when the patient on her own 
initiative resumed treatment. It was again stopped and 
four months later she was entirely well. 

The lymphadenopathies, even the serious ones, may 
be cyclical at times, and clearly the diagnosis must be 
established as firmly as possible. Here the evidence 
seems convincing that a drug-induced reaction was a 
correct diagnosis : and certainly this should be borne in 
mind when a lymph-node disease appears during 
hydantoin treatment. Meantime it should be empha- 
sized that severe toxic complications from these drugs 
are extremely rare, and even the more usual ones are 
relatively uncommon. 


1 Saltzstein, S.°L., and Ackerman, L. V., Cancer (Philad.), 1959, 12, 164. 
2 Rosenfeld, S., Swiller, A. I., Shenoy, Y. M. V., and Morrison. A. N., 
J. Amer. med. Ass., 1961, 176, 491. 
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SHEFFIELD CLINICAL MEETING, JULY 20-22, 1961 


SYMPOSIUM ON ANAEMIA 
Friday, July 21 
Alimentary Bleeding 


With Dr. ANNis GILLIE (London) in the chair, Professor 
A. W. Kay (Sheffield) was the opening speaker in a 
symposium on the significance, diagnosis, and management 
of anaemia. He confined his attention to the association of 
alimentary bleeding and anaemia. Most iron-deficiency 
anaemia in men, and much of that in women, was due to 
chronic blood loss. Bleeding from the alimentary tract was 
one of the most common sources of such loss. 

Professor Kay considered three aspects of the problem of 
alimentary haemorrhage—diagnosis, relationship to ingestion 
of aspirin, and the localization of the site of bleeding. In 
the diagnosis of alimentary bleeding the presence of blood 
in the vomit or faeces might be obvious, but about 100 ml. 
of blood was required to produce a melaena stool, and 
smaller amounts of blood required special tests for their 
demozstration. He discussed the requirements of a test for 
occult blood in the stools; it should detect blood when 
present, it should be simple to perform, and it should not 
require the patient to undertake special dieting. The tech- 
niques available were spectroscopic examination of the 
faeces, radioactive measurements using ‘*'Cr-labelled red 
cells, and the common chemical methods. The advantages 
and disadvantages of each method were outlined. Professor 
Kay stressed the need for a carefully planned study for the 
evaluation of the various methods. 

As a practical scheme in the diagnosis of alimentary 
haemorrhage, firstly inquiry should be made about the 
ingestion of possibly harmful drugs (salicylates, phenyl- 
butazone) and examination made for a bleeding lesion in 
the region of the mouth or anus. Then a routine chemical 
test for occult bleod in the stools should be performed. If 


this was strongly positive, it should be repeated with careful’ 


instructions to the patient regarding diet (meat-free for 
three days prior to test) and brushing of teeth. 

There was no doubt that aspirin could cause gastro- 
intestinal bleeding. The available evidence indicated that 
bleeding could occur after taking calcium aspirin, enteric- 
coated aspirin, and sodium salicylate as well as plain aspirin 
tablets. In patients who were free of gastrointestinal 
disease, aspirin was not likely to be important in causing 
anaemia unless other factors producing iron deficiency were 
present. However, aspirin could initiate major haemorrhage 
in the presence of a lesion which was already bleeding 
slightly. 

Although the site of a lesion causing haemorrhage into 
the alimentary tract could usually be located by conven- 
tional x-ray techniques, oesophagoscopy, gastroscopy, and 
sigmoidoscopy, there were instances when the source of 
bleeding could not be determined. Professor Kay reviewed 
some of the modern techniques which had been developed 
to aid in the localization of the source of bleeding, including 
the fluorescein string test, which, it had been claimed, was 
of great value for locating the site of upper gastrointestinal 
bleeding. 


New Techniques 


Dr. E. K. BLACKBURN (Sheffield) spoke about the diagnosis 
of anaemia in general and the management of pernicious 
anaemia and leukaemia. He described the common general 
symptoms and signs of anaemia and stressed the importance 
of a complete medical history and examination in determin- 
ing the cause of anaemia. Morphological classification of 
anaemia, which he outlined, was helpful in indicating the 
cause of the anaemia and the type of therapy likely to be 
effective. It was important to examine the bone marrow 
before giving treatment with vitamin Biz in suspected 
pernicious anaemia. He described various new techniques 
in haematological diagnosis, including the use of vitamin B12 


labelled with radioactive cobalt in the diagnosis of pernicious 
anaemia and the use of radioactive chromium to label red 
cells in the study of red-cell life-span and haemolytic 
disorders. 

Dr. Blackburn then discussed the management of 
pernicious anaemia, the place of blood transfusion, diet, and 
the specific treatment with regular intramuscular injections 
of cyanocobalamin (vitamin By). The alternatives to 
parenteral vitamin Bi, including mixtures of vitamin B12 
with intrinsic factor for oral use and vitamin By snuff, could 
not be recommended at present for routine treatment. 

In the management of the leukaemias, he discussed 
symptomatic treatment, the use of antibiotics, blood trans- 
fusion, the antimitotic drugs, and steroids. In acute 
leukaemia in childhood, A.C.T.H. or prednisolone produced 
temporary clinical improvement in about two-thirds of cases 
treated. The folic-acid antagonists had also a place in the 
treatment of acute leukaemia in children, but not in adults. 
In acute leukaemia in adults, the drug of choice at present 
was 6-mercaptopurine. Radiation therapy was usually 
contraindicated in acute leukaemia. In chronic myeloid 
leukaemia, splenic irradiation and oral busulphan were the 
main forms of therapy, and the results of these two types of 
treatment were being compared in a trial conducted by the 
M.R.C. Chronic lymphatic leukaemia was often symptom- 
less and required no treatment. When pressure symptoms 
occurred, local irradiation was usually helpful. In cases 
with widespread infiltration of the bone marrow, treatment 
with an alkylating agent, such as nitrogen mustard or 
chlorambucil, sometimes produced a remission. 


Prevalence of Anaemia 


The third speaker in this symposium was Professor L. J. 
Witts (Oxford). He reviewed the findings of several 
surveys, which had been reported during the past thirty 
years, of the prevalence of anaemia in the community. 
Hypochromic anaemia, due to iron deficiency, appeared to 
be the commonest chronic disease of women in this 
country. Iron-deficiency anaemia was commonest in infancy 
and in women during the reproductive epoch, especially 
during pregnancy, because of the disparity between the iron 
requirements and the amount supplied by the diet at these 
times. An analysis of 100 patients referred by their general 
practitioners to the United Oxford Hospitals for blood 
counts indicated that iron deficiency accounted for 80% of 
the cases. Professor Witts said that, in his wards, in more 
than half of the cases of anaemia the blood changes were 
secondary to causes outside the haemopoietic system. Acute 
alimentary bleeding, usually from peptic ulceration, was the 
most frequent cause of these secondary anaemias. 
Carcinoma of the alimentary tract, ulcerative colitis, and 
rheumatoid arthritis were other common causes. He 
emphasized the steadily increasing population of patients 
who have had partial gastrectomy for peptic ulcer, with 
subsequent liability to develop deficiency of iron and also, 
after a longer interval, of vitamin Bu. 

With regard to anaemia in infancy and pregnancy, he 
discussed the difficulties in defining normal and physiological 
haematological values. It was not sufficient to say that the 
haemoglobin level had been abnormally low if it could be 
raised by treatment with iron. When iron was given to 
normal subjects there was a temporary increase in haemo- 
globin level. Other criteria of optimal nutrition must be 
used. It had been shown that the morbidity rate in infancy 
could be halved in babies treated with iron. Professor Witts 
pointed out the need for a, comparison of morbidity of 
pregnancy in women treated and not treated with iron, and 
in women who came to term with different levels of haemo- 
globin. Most authorities advised that all pregnant women 
should be given iron prophylactically. However, there was 
much less agreement on the routine prophylactic use of folic 
acid in pregnancy. Megaloblastic anaemia of pregnancy 
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occurred in only 4 per 1,000 pregnancies, but lesser degrees 
of folic-acid deficiency were more common. However, the 
significance of subclinical deficiency of folic acid was not 
clear. Clinical trials were necessary in which the morbidity 
of pregnant women and their babies should be compared in 
groups receiving and not receiving folic acid. He believed 
that if all women received prophylactic iron in pregnancy, 
and if the haemoglobin was estimated at 24, 30, and 32 
weeks, megaloblastic anaemia of pregnancy would be 
unlikely to be missed. 

In the treatment of iron-deficiency anaemia, Professor 
Witts advised against using expensive preparations containing 
iron. When ferrous salts of iron were compared on the basis 
of a daily dose of 200 mg. of iron there was little evidence 
of difference in tolerance. 


Absorption of Iron 


A great deal of interest was shown in this symposium, and 
a large number of questions were offered to the speakers. 
Dr. F. R. T. STEVENS (Tasmania) asked how often anaemia 
in rheumatoid arthritis was due to salicylates. Professor 
WitTs believed that a hypochromic anaemia in this condi- 
tion was probably due to salicylates, whereas the toxic 
anaemia of rheumatoid arthritis was normochromic. In 
reply to several questions, Professor Witts said that ascorbic 
acid had little place as an adjuvant to iron absorption in 
the treatment of anaemia. Dr. WALTER THOMPSON (U.S.A.) 
asked about the use of iron in “spansule” form and the 
combination of many ingredients in blunderbuss therapy. 
Professor WiTTs replied that the former had shown no 
advantage over simple iron preparations in a controlled trial, 
and the latter had absolutely no place in therapy. In reply 
to Dr. H. T. Swan (Sheffield), Professor Witts thought the 
varying incidence of megaloblastic anaemia of pregnancy in 
different parts of the country might be related to standards 
of living. Professor Kay replied to Dr. G. S. TURNER (New- 
castle upon Tyne) that the mechanism by which salicylates 
given intravenously could cause alimentary haemorrhage 
was not known, Many other questions were answered in a 
lively discussion. 


SYMPOSIUM ON RADIATION DISORDERS 
Friday, July 21 


Professor J. RALSTON PATERSON (Manchester), introducing 
the speakers, said that the title covered ground of increasing 
interest, not only to the practising radiotherapists, radio- 
logists, and radiobiologists, but also to others on the medical 
and lay side. 


Assessment of Radiation Hazards 


In opening the discussion, Dr. W. M. Court BROwN 
(Edinburgh) said that the problem of radiation hazards 
suddenly became the subject of widespread concern after 
the first explosion of a thermonuclear weapon in 1953, when 
vast quantities of radioactive products were carried up into 
the stratosphere to be deposited later on a global scale. 
Soon afterwards the Medical Research Council appointed 
a committee to report upon the hazards of. nuclear and 
allied radiation to man, and the harmful effects of irradia- 
tion from atomic weapons and from the use of man-made 
radiations were studied under peace-time conditions. 

In 1956 it was thought that 100 rems whole-body radiation 
delivered in a short time would affect about 15% of the 
population to some extent, but that few, if any, would die 
from it. In 1960 this was held to be a rather conservative 
estimate, and it was generally held that 200 rems, even if 
delivered in a few minutes, would result in only mild 
symptoms. He himself now viewed it rather differently, 
and he was by no means sure that such a dose could not 
be fatal. Damage occurred in blood, bone, and germ cells, 
and particularly to the chromosomes, with possible genetic 
damage to germ plasma, the induction of tumours, and 
a shortening effect on life-span. It was comparatively easy 
to collect data on leukaemia mortality from the survivors 


of the atomic bomb explosion at Hiroshima, and from 
children irradiated in infancy for disorders of the thymus 
gland. The doses were relatively large and the investigation 
was limited. What had been required and what was still 
required was a reliable assessment of the risks of being 
exposed to the levels of dosage ordinarily received in medical 
diagnostic practice, of the risks involved in the use of man- 
made radiations generally, and of the risks from radioactive 
fall-out. Great controversy had arisen on the question whether 
we could deduce from high levels of dosage the possible 
effects of low doses. Was there a threshold effect? The 
threshold concept was very indefinite, and threshold could 
not be assessed without considering large populations 
exposed for long periods of time. 

A given dose of radiation would carry a certain risk of 
leukaemia, but the risk was greater in the old than in the 
young. Straightaway, therefore, there appeared to be more 
involved than radiation alone. Data gathered from chromo- 
some counts had thrown more light on the subject. It 
appeared that the number of hypomodal cells (with fewer 
chromosomes) and the number of hypermodal cells (with 
more chromosomes) increased with age. The number of 
these “non-modal” cells also increased after irradiation, 
and particularly after whole-body irradiation or exposure 
of large areas. The relative number of abnormalities 
increased with dosage, and Dr. Court Brown showed an 
example of 80 chromosomes in one leucocyte after a full 
course of post-operative irradiation for carcinoma of the 
testis. Data had recently been published showing chromosome 
damage 28 months after an individual had received mixed 
neutron and gamma rays to an estimated dose of 25 rems 
from a reactor incident at Oakbridge. There were as yet 
unknown factors to consider as a result of these and other 
studies in the cytogenetic field, and it was necessary to 
keep an open mind, and to strive for knowledge and hypo- 
theses more intellectually satisfying than they had at present. 


The X-ray Martyrs 

Dr. PeTeR KERLEY (London) chose as his topic “ The 
Cause of Death of the X-ray Martyrs and an Estimation 
of the Doses.” 

In a series of 149 documented cases, 121 died from the 
effects of chronic radiodermatitis and secondary malignant 
change. Twenty-eight died from induced carcinoma, and 
of these 20 had a blood dyscrasia. Of the 20 dyscrasias, 
17 had aplastic anaemia and 3 had leukaemias, one of which 
was chronic lymphatic leukaemia. Dr. Kerley had investi- 
gated 11 other cases that had occurred since 1930, which 
would bring the number up to 160. Of these 11 cases, 
three had myeloid leukaemia, one had lymphatic leukaemia, 
one had lymphatic leukaemia and carcinoma of the lung 
simultaneously, and five had carcinomas from radiation 
dermatitis. Radiation damage resulted from exposure of 
the hands, the forearms, the face, and the shins. . Painful 
sequelae mainly developed from lymph-node involvement, 
and distressing pain beyond endurance was suffered by 
many before the cancer became widespread. Some died 
young after large exposures, using themselves as guinea-pigs 
in radiological demonstrations. One radiologist, who died 
of lymphatic leukaemia, had 250 keratoses and epithe- 
liomas removed from hands and face. Generally the latent 
period lasted many years. 

It was difficult to estimate how much body radiation these 
early x-ray workers had received, since the radiation from 
the early “ gas ” tubes was uncertain. When the “ Coolidge ” 
tube came in later, estimates of dosage became possible. 
Two radiologists Dr. Kerley knew estimated that they had 
respectively received 2,000 and 3,000 roentgens to the body. 
He himself had carried out 600 portable x-ray examinations 
in 11 years, but this was in the era of umnresolving 
pneumonias, lung abscesses, and empyemas. He wore a 


small apron, but above the waist he would have received 
one to two roentgens per case, and from four years with 
the old gas tube and a general lack of precautions he had 
probably received 1,000 roentgens above the waist—with 
no appreciable effect so far as he could tell. 
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It had been estimated in America that for anybody who 
began radiological practice in the 1920s the average dose 
received would be in the region of 1,500 roentgens. He 
himself thought that repeated small doses could be tolerated 
to a very high level, but leukaemia was a hazard which 
required further study. 


Strontium-90 


Dr. J. F. Loutir (Harwell) gave a brief summary of the 
present position regarding strontium-90, a fission product 
which was chiefly responsible for the “ fall-out” hazard 
on a global scale. The first intimation of danger from 
ingested isotopes arose from the luminizing industry, when 
radium, thorium, and mesothorium were ingested. It was 
found that more than 10 yg. of radium ingested would lead 
to aplastic anaemia. One to 10 yg. led to severe patho- 
logical changes, bone necrosis, and sarcoma of bone. Doses 
below 1 ug. appeared to be safe. It might be calculated 
from this that the maximum allowable dose from the 
ingested radium would be 30 rems per annum if evenly 
distributed. 

Calcium, strontium, barium, and radium were chemical 
analogues, so in setting a permissible dose of strontium-90 
it would be reasonable to suppose that strontium would 
be metabolized much in the same way as calcium. Strontium 
was a beta-ray emitter, with a half-life of 30 years, and the 
dose from it could be calculated. Taking the calcium in 
the body as 1,000 g., it had been estimated that 2 milli- 
microcuries of strontium per gramme of calcium in the 
body would deliver a dose of 6 rems per annum. But if 
a conservative view was taken, allowing only one-tenth 
of the dose for the population as a whole, and again taking 
one-third of this as a safe level, the maximum permissible 
level for strontium-90 would be 67 micro-microcuries per 
gramme of calcium in the bone. 

So far as strontium-90 in the diet was concerned, the levels 
in recent years had been ranging from 6 micro-microcuries 
per gramme of calcium in 1958 to 9 in 1959 and down to 
7 in 1960. But bone metabolism played a very important 
part here, for the young and active bone of a child con- 
centrated more strontium in its cortex than adult bone, 
because the young bone of the infant was rapidly turning 
over its calcium and strontium whilst the older child was 
building up bone with a slower “turnover” of calcium 
and strontium. The adult bone which had laid down its 
calcium had a much slower turnover and might be parting 
with calcium. 

Recent estimates made on stillborn children showed that 
the newborn child had, in fact, about 1 micro-microcurie 
of strontium-90 per gramme of calcium (the placenta played 
its part as a barrier here): this rose to a maximum between 
the ages of 1 and 2. The child of 1 to 2 years had about 
4 micro-microcuries of strontium-90 per gramme of calcium 
in 1959 and 3 in 1960. The adult had rather less than 
1 micro-microcurie. 


Discussion 


In answer to a question by Dr. R. M. ARCHIBALD (Stanley, 
Co. Durham) concerning the actual mechanism by which 
chromosome abnormalities were induced, Dr. CourT BROWN 
said it was a very complex problem and the best answer 
would be found in D. E. Lea’s textbook, Action of Radiation 
on Living Cells (1955, Cambridge University Press). 

Dr. T. Lopce (Sheffield) asked, “Can a doctor of 25, 
about to take up radiology, be assured about the nature 
and degree of risk he would run in 35 to 40 years of radio- 
logical work?” The speakers were reassuring. In a 
properly organized department there would only be a small 
dose, mainly from scattered radiation. There would not 
be the slightest somatic risk, but the genetic risk was a 
factor which arose from any radiations, including the 
natural background. It would not be measurable. 


SYMPOSIUM ON MANAGEMENT OF 
INCONTINENCE IN THE ADULT 


Friday, July 21 


Professor C. S. RUSSELL (Sheffield), chairman of the 
symposium on the management of incontinence in the adult, 
introduced the first speaker, Dr. D. W. WARRELL (Sheffield). 
Dr. Warrell discussed the investigation of urinary incon- 
tinence in women, basing his views on the investigation of 
183 patients. While most of these cases were associated 
with some degree of genital prolapse, he said, there was a 
minority who had no such lesion. This latter group was 
more difficult to treat and required detailed investigation. 
The commonest cause of incontinence apart from prolapse 
was chronic cystitis, but this was nowhere near as common 
as prolapse. Because of this, vaginal repair of the prolapse 
would control a majority of the cases of incontinence. 

Taking an accurate history was very important, even 
though it was very time-comsuming. The presence of 
frequency of micturition, particularly when nocturnal, 
should raise suspicions of some neurological disorder pro- 
ducing an abnormal bladder action. True stress incontinence 
produced by increased: intra-abdominal pressure should be 
differentiated from urge incontinence. The presence of a 
chronic cough or increasing obesity were factors which must 
be assessed and treated where present. During the examina- 
tion the routine gynaecological assessment should be 
accompanied by examination for neurological lesions. The 
normal bladder capacity for women was accepted as 16-22 
fl. oz. (450-600 ml.), and deviations from this should be 
suspect. Equally, a residual urine of more than 2 fl. oz. 
(60 ml.) was regarded as abnormal. In the cases without 
prolapse and in operative failures the full diagnostic 
armamentarium of cystometry, sphincterometry, cysto- 
graphy, and cysto-urethroscopy should all be used to make 
as precise a diagnosis as possible. 


Treatment of Stress Incontinence 


Professor CHASSAR Morr (Oxford) prefaced his observa- 
tions on the treatment of stress incontinence with the 
somewhat provocative remark that he was far from con- 
vinced of the existence of any “ bladder sphincter,” nor did 
he believe the “ posterior urethral angle’ to be of any great 
significance. He mentioned the urethro-vaginal fistula as a 
cause of stress incontinence, and discussed 30 personally 
treated cases—mostly produced by the operation of anterior 
colporrhaphy. The results obtained by simple reconstructive 
procedures with infolding of the muscle of the bladder neck 
were excellent. A well-performed anterior colporrhaphy 
cured most cases of stress incontinence, but this was least 
reliable where there was minimal utero-vaginal prolapse. 
Vesicolysis had proved disappointing in his hands, and he 
had no personal experience of the various manceuvres to 
elevate the bladder and urethra by operative fixation over 
the uterus. His own preference was for the Aldridge sling 
operation, which he described. This he believed to be less 
dangerous than the Millin operation. He finally stressed 
the importance of common sense in choosing the cases 
needing operation. Many women had a slight stress incon- 
tinence, particularly during an attack of bronchitis, but this 
was no real inconvenience to them and was certainly no 
indication for operation. 


Neurological Pattern 


The problem of the management of neurogenic disease 
of the bladder was discussed by Dr. A. G. Harpy (Sheffield). 
He pointed out that the apparent simplicity of normal 
micturition was no true mirror of the complex neurological 
pattern which lay behind it. Disorder of function rapidly 
produced structural change, and it was often this secondary 
structural change which necessitated treatment. In the 
patient with urinary incontinence of neurological origin it 
was important to limit spasticity of both bladder and somatic 
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musculature by avoiding the excessive afferent stimulation 
produced by such unnecessary lesions as bed sores, gross 
urinary infection, and vesical calculi. 


It was of greatest importance to obtain accurate estimates 
of bladder capacity and residual urine. Dr. Hardy thought 
it important to assess the effect of posture on both these 
factors, as many patients emptied their bladders more 
effectively in one particular position. Examination of the 
state of the bladder neck by cysto-urethroscopy was an 
essential step in the care of these cases. A good bowel 
action was often associated with complete emptying of the 
bladder. When an atonic bladder was produced by prolonged 
over-distension, it was important that it should be allowed 
to regain its tonus by continuous drainage through a urethral 
catheter. The catheter was rather despised these days, he 
thought, but when properly used it was still a most valuable 
instrument. Patients could be trained to change an 
indwelling Foley urethral catheter themselves and would 
tolerate its presence for long periods. Many owed their 
lives and comfort to the catheter. The ideal, however, was 
to train the patient by gradual bladder exercises to become 
independent of his catheter. 

Surgical intervention was of either a urological or a 
neurological nature. Urological procedures included trans- 
urethral resection of the bladder neck, ileo-cystoplasties, 
ileal conduit operation, or even suprapubic cystotomy. 
He preferred to avoid this last manceuvre, however, if at 
all possible. Neurological procedures included local anaes- 
thesia at different levels and nerve sections if their value 
had been proved by successful results from blockage. The 
establishment of special centres to treat these types of 
lesions had greatly helped in the understanding of bladder 
mechanisms. 


Types of Incontinence 
Finally Mr. THoMAS Moore (Manchester) spoke on the 
general and urological causes of incontinence of urine in 
the adult. Unlike Professor Chassar Moir, he believed in 
the sphincters of the bladder and thought them to be of 


much importance. He classified incontinence into the 
following groups: 
(1) True: (a) Active (excessive detrusor action). (6) Passive 


(inadequate sphincters) 
(2) False: Retention with overflow. 
(3) Urinary fistulae: (a) Congenital. (6) Acquired. 


He stressed that one of the first steps in assessing an 
incontinent patient should be to make sure whether the 
bladder was full or not. The false incontinent was the 
patient who could be treated by removal of the obstructive 
factor. Passive incontinence was seen in the female with 
epispadias, which might well be overlooked, unlike the male 
counterpart. Active incontinence was caused by inflam- 
matory changes of the posterior urethra or bladder base, 
while in the female interstitial cystitis should always be 
considered. In the elderly, the normal inhibition of reflex 
bladder activity from a higher cortical level was often 
diminished by the changes of cerebral atrophy and arterio- 
sclerosis, and Mr. Moore believed that large doses of 
vitamin Bi by injection often produced an improvement 
in such cases. The use of various types of urinals helped 
in the male, but they were of little value in the female, 
and an indwelling urethral catheter or anterior transposition 
of the urethra to a suprapubic site might become necessary. 


General Agreement 


Covering as it does a borderland between the territories 
of the urologist and the gynaecologist, this topic of incon- 
tinence produced several good-tempered remarks by each 
on the inadequacies of the other, but generally the panel 
was agreed over most matters. This was reflected further 
in answers to more detailed aspects of the problem raised 
by the audience at the end of the papers. 
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SYMPOSIUM ON CHOICE OF DIURETIC 
THERAPY 


Friday, July 21 
Types of Diuresis 


With Dr. R. D. Downie (Sheffield) in the chair, the 
symposium was opened by Professor D. A. K. BLAcK 
(Manchester). His first point was that the term diuretic 
therapy was inappropriate, for the duty of the physician 
was to treat the patient, not the urine volume. He con- 
trasted water diuresis with osmotic diuresis, and showed how 
the latter was associated with a maintained concentration 
of urinary ions despite increased volume of urine. 

He then gave an account of normal renal physiology, 
emphasizing that about 85% of the reabsorption of Na 
and H,O took place in the proximal convoluted tubule, 
the remainder occurring in the distal tubule. There was 
now good evidence that the medullary zone of the kidney 
was hyperosmotic, and this was the site of action of the 
antidiuretic hormone. In oedema it was generally important 
to get rid of Na, preferentially by means of a saline diuresis, 
and this must be the aim of therapy. Drinking large 
volumes of water alone, in amounts up to 10 litres a day, 
might achieve a slight excretion of Na, but osmotic diuretics 
such as urea and mannitol were more effective, although 
they had very little place in therapeutics nowadays. The 
most important methods were based on the inhibition of 
Na transport, using mercurials and the chlorothiazide group 
of drugs. Aldosterone antagonists were useful in those 
cases with excessive aldosterone activity, such as cirrhosis 
of the liver with ascites, but this substance had to be used 
along with other diuretics. Professor Black concluded by 
emphasizing the value of diuretic therapy in the treatment 
of pulmonary oedema due to left heart failure, as well as 
in congestive heart failure. 


Actions and Dangers 


Professor M. D. Mine (London) followed with a racy 
account of the actions and dangers of some of the more 
powerful diuretics, particularly the mercurial and chloro- 
thiazide groups. He deprecated the use of intravenous 
mercurials because of the danger of immediate ventricular 
fibrillation. When given intramuscularly these drugs might 
cause painful local reactions, and occasionally delayed 
allergic reactions, with nausea, vomiting, fever, and rashes. 
In rare instances mercurialism might result from prolonged 
therapy with mercury, especially when the diuretic action 
was minimal. Electrolyte disturbances might also result 
from mercurial therapy,’ and included hypochloraemic 
alkalosis, hyponatraemia, and hypokalaemia. ‘The latter 
was especially dangerous because of the increased likelihood 
of digitalis intoxication. For these reasons mercurials were 
contraindicated for patients with active renal disease (with 
the exception of nephrosis), for those who had had any 
reaction to the drug, and for any who failed to respond 
with diuresis. 

Professor Milne then gave an account of patients treated 
with mercurials and chlorothiazide drugs and emphasized 
the importance of adjuvant therapy with ammonium chloride 
and potassium chloride. He drew attention to the danger 
that tablets of KCI might not be absorbed and expressed 
his preference for solutions of potassium salts. The recent 
introduction of lysine-HCl and arginine-HCl as adjuvants 
was not the answer, because these drugs were expensive 
and in continued use possibly dangerous. He next referred 
to the importance of the chlorothiazide group of drugs, 
and pointed out how the more recently synthesized deriva- 
tions were effective in progressively smaller doses. He 
expressed surprise and some misgiving at the fact that the 
daily cost of treatment was not thereby reduced appreciably. 
The pharmacological superiority of the more recent drugs 
—such as bendroflumethiazide—resulted from their increased 
lipoid solubility, which enabled them to be absorbed more 
completely from the gut and to enter the renal tubular cells 
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more easily. In conclusion, he considered the mercurials 
to be the best diuretics for most cases of cardiac and hepatic 
oedema, failing which chlorothiazide drugs should be used, 
or, if necessary, combined therapy with both together, aided 
in some cases by spirolactone (“ aldactone ”’). 


Aldosterone Antagonists 


To the third member of the panel—Professor G. M. 
WILSON (Sheffield)—was left the task of discussing aldosterone 
antagonists. In a brief outline of the known facts about 
aldosterone, he pointed out that it was released from the 
zona glomerulosa of the adrenal cortex, and that it acted 
on the distal renal tubule to cause increased Na retention 
and K excretion. While aldosterone alone rarely caused 
oedema, there was no doubt that it appeared in excess in 
the urine of many patients with liver failure, in nephrosis, 
and in possibly some with congestive heart failure. Most 
patients with Congestive heart failure had no increase in 
aldosterone output, and there was no point in giving them 
aldosterone antagonists. Aldosterone stimulated the cation 
exchange mechanism at the distal end of the tubule, leading 
to excessive reabsorption of Na and loss of K. Spiro- 
nolactone acted by blocking receptors in the distal tubule. 
In use it needed at least four or five days to act ; moreover, 
it must always be given with one of the other diuretics such 
as chlorothiazide. Care was necessary to avoid electrolyte 
disturbances, particularly in patients with liver and kidney 
disease. We could look forward to the development of new 
types of aldosterone inhibitors, but nothing could take the 
place of conventional methods of treating oedematous 
patients. 


Drug Mixtures 


In the ensuing discussion Professor MILNE and the other 
members of the panel decried the use of tablets combining 
sodium with a chlorothiazide or other diuretic, and in 
response to a question by Dr. A. S. VALENTINE (Nottingham) 
he advised the use of mist. pot. cit. N.F., 4 fl. oz. (14 ml.) twice 
or thrice daily. 
about the dose of aldosterone, and Professor WILSON said 
400 mg. daily was usually enough, although sometimes a 
response was obtained only with a daily dose of 2 g. If 
this dose failed to work within one week it should be 
stopped. 

In conclusion, the panel reassured Dr. M. M. SEGALL 
(Sheffield) that potassium therapy did not cause secondary 
hyperaldosteronism. 


SYMPOSIUM ON LIVER DISEASE 
Friday, July 21 


The chairman, Professor HAROLD W. Ropcers (Belfast), 
opened the symposium by emphasizing that liver disease was 
present without clinical evidence. He then introduced the 
three main speakers, who discussed the important complica- 
tions of liver disease—ascites, coma, and haemorrhage. 


Ascites 


Dr. MICHAEL ATKINSON (Leeds) pointed out that ascites 
in chronic liver disease must be dependent upon a derange- 
ment of the Starling equilibrium of hydrostatic and colloid 
osmotic forces across the capillary wall. Factors tending to 
promote the formation of ascites were the splanchnic 
capillary pressure and the colloid osmotic pressure of the 
ascitic fluid. Factors inhibiting ascites formation were 
colloid osmotic pressure of the plasma proteins and the 
hydrostatic pressure of the ascitic fluid. To test this concept 
he had measured the levels of protein in plasma and ascitic 
fluid, the ascitic fluid colloid osmotic pressure, and also the 
intrasplenic pressure. The latter was used as an index of 
splanchnic capillary pressure. Ascitic fluid did not begin 
to accumulate at a critical level of plasma albumin, plasma 
colloid osmotic pressure, or intrasplenic pressure. He then 


Dr. D. B. E. Quamina (Trinidad) asked 


showed that the threshold of plasma albumin or plasma 
colloid osmotic pressure for ascites formation was dependent 
upon the level of intrasplenic pressure and could be 
expressed by the equation: intrasplenic pressure = 10 x 
albumin + 4. Measurement of the serum albumin and the 
presence or absence of ascites might therefore be used to 
predict that the intrasplenic pressure would be above or 
below a certain value. 


Dr. Atkinson then outlined measures useful in the medical 
management of ascites. Diuretics and restriction of sodium 
intake exerted their effects by altering the colloid osmotic 
hydrostatic equilibrium. They caused a reduction in plasma 
volume which led to a fall in the intrasplenic pressure. 
Drugs such as the spirolactones might also be beneficial, 
since they inhibited either the production or the action of 
aldosterone. «The danger of diuretics and aldosterone 
antagonists was hepatic failure due to a fall in liver blood- 
flow. He considered that these measures would be most 
effective in patients with a high portal pressure but without 
evidence of gross hepatic failure. Patients with a low serum 
albumin might be improved by infusions of human serum 
albumin. These caused an elevation of plasma colloid 
osmotic pressure, which usually rose to normal levels if 
sufficient albumin was given. Plasma volume was expanded, 
however, and intrasplenic pressure rose: the height of this 
rise determined whether ascites would be controlled. 


Coma 


Dr. HYMAN P. Bropy (Sheffield) emphasized that hepatic 
coma was better recognized clinically than by any specific 
biochemical test. It was characterized by disorders of con- 
sciousness, mental changes, hypertonicity of muscles and a 
flapping tremor. It could be acute, chronic, or recurrent. 
Hepatic coma was associated predominantly with cirrhosis 
of the liver, but occurred in viral hepatitis and other 
diseases in which there was serious liver dysfunction. The 
clinical picture was due to cerebral intoxication from 
absorption of intestinal contents not metabolized by the 
liver. Ammonia might depress cerebral activity by inter- 
fering with the Krebs cycle, on which the brain depended 
for most of its activity. He pointed out, however, that in 
10% of cases the blood-ammonia level was within normal 
limits. Products of nitrogenous metabolism in these patients 
were shunted from the portal to the systemic circulation 
without metabolism by the liver. With poor liver function 
the shunt was through the liver itself and in chronic cases 
large collateral vessels were gradually formed. He thought 
it also probable that in cirrhiosis there were communications 
between the portal and hepatic veins in the liver nodules. 

Examination of the brain revealed little change in the 
gross structure. Microscopically there were diffuse enlarge- 
ment and proliferation of protoplasmic astrocytes through- 
out the brain. The extent depended upon the duration and 
severity of the coma, These histological changes appeared 
to be specific for hepatic coma. 


Factors which led to the precipitation of hepatic coma 
were intolerance to protein, gastro-intestinal haemorrhage, 
excessive consumption of alcohol, and the administration 
of certain drugs, which included ammonium salts, opiates, 
and barbiturates. Deterioration in hepato-cellular function 
predisposed, of course, to the development of hepatic coma. 

Dr. Brody then discussed the treatment of hepatic coma, 
emphasizing the avoidance of precipitating factors. The 
diet should be adequate in calories but free from protein. 
Vitamin supplements were useful. Gastro-intestinal haemor- 
rhage should be treated promptly, and constipation should 
be avoided. Neomycin was important in diminishing 
intestinal bacterial activity. Assessment of therapeutic 
results was difficult because of unpredictable fluctuations 
in liver disease. 


Haemorrhage 


Mr. NorMaAN C, TANNER (London) began by discussing the 
causes of bleeding from oesophageal varices in liver disease: 
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erosion of varices by oesophagitis or oesophageal ulceration 
might be responsible. The oesophagitis in these cases might 
result from gastric reflux or be due to venous dilatation and 
stasis leading to nutritional impairment of the overlying 
epithelium. In some cases acute upper-respiratory-tract 
infections or over-indulgence in alcohol might precipitate 
haemorrhage. He also stressed that increased hydrostatic 
pressure in the varices induced by coughing: or vomiting 
would lead to rupture. 

Reduction of the circulating blood volume by diuretics 
or venesection might prove useful. Mr. Tanner suggested 
that oestrogens might promote hyperkeratinization of the 
oesophageal epithelium and thus inhibit bleeding, but there 
were difficulties in administering oestrogens in advanced 
liver disease. Postural and antacid therapy helped to 
control oesophagitis due to gastric reflux. 

Mr. Tanner then outlined his views on the emergency 
treatment of variceal bleeding. He used an intragastric 
balloon which did not press on the bleeding point but which 
reduced the volume of blood flowing through the varices. 
The tube had a triple lumen in order that oesophageal and 
gastric aspiration could be performed above and below the 
balloon. The balloon was left for twenty-four hours only ; 
if haemorrhage recurred after this time operation was under- 
taken. When surgery was required porto-azygos disconnexion 
produced a long-standing reduction in the flow through 
the varices. This operation devascularized the lower 
oesophagus by transecting the stomach below the cardia. 
Oesophagectomy was occasionally necessary after porto- 
azygos disconnexion or porto-caval anastomosis had failed. 
It was imperative to be certain in these cases that the 
haemorrhage was coming from the oesophagus. Porto-caval 
anastomosis remained the main stand-by in the interval 
treatment of bleeding from oesophageal varices. When the 
portal vein was not available a spleno-renal shunt might be 
effective. The danger of liver failure was minimized if 
operation was delayed until a serum albumin level of 3.2 g. 
per 100 ml. was obtained. 


Discussion 


The chairman, Professor RODGERS, in opening the discus- 
sion, asked what part porto-caval anastomosis had to play 
in the control of ascites. Dr. Atkinson thought that it was 
especially useful in the group with a high pressure in the 
portal veins, since diuretics did not control the disorder in 
these patients. Dr. Atkinson, in reply to Dr. M. NEWMAN 
(London), said he thought the effect of diuretics on cardiac 
oedema was similar to that on ascites: the mechanism in 
both cases was by reducing the plasma volume. Dr. C. P. T. 
ALEXANDER (Sheffield) asked if there was any significance 
in the finding that in two patients dying from hepatic 
coma the small intestine was several feet shorter than 
usual. In reply, Dr. Brody said he thought it was a 
coincidence. Dr. Brody then told Dr. H. M. HALLE (Shef- 
field) that the majority of his cases of post-necrotic scarring 
were due to viral hepatitis, but that in some no definite 
cause could be found. Dr. G. S. TURNER (Newcastle upon 
Tyne) also took part in the discussion. 

Professor RODGERS, closing the symposium, thanked the 
speakers and also Professor A. W. Kay (Sheffield) for his 
part in arranging a stimulating meeting. 


PANEL DISCUSSION 
Friday, July 21 


Diseases of the Eye and Skin 


The Chairman, Mr. A. B. Nutt (Sheffield), introduced the 
speakers—Dr. PETER Borrig, dermatologist to St. Bartholo- 
mew’s and Moorfields Hospitals; Mr. BARRIE JONES, 
ophthalmic surgeon to St. Bartholomew’s and Moorfields 
Hospitals: and Dr. RONALD CHURCH, dermatologist to 


Sheffield United Hospitals—and asked for questions from 
the audience on diseases of the eye and skin. 


Cortisone and Dendritic Ulcer 


Mr. O. O. F. Frooxs (Sheffield) asked the panel what was 
the reason for the deleterious effect of cortisone on 
dendritic ulcer of the cornea. Mr. BARRIE JONES replied that 
this was not known for certain, but probably cortisone 
facilitated the growth of virus in the epithelium of the 
cornea and enabled it to produce more damage in stroma. 


Rosacea Keratitis 


Dr. I. B. SNEDDON (Sheffield) asked why it was that rosacea 
keratitis occurred so often in cases with minimal skin lesions, 
and the CHAIRMAN inquired whether rosacea keratitis was a 
disappearing disease. Dr. BORRIE said more cases had been 
referred to him when he first went to Moorfields than now. 
Treatment was now more efficient, and therefore the number 
of attendances per patient at a clinic were less. He did not 
know the answer to Dr. Sneddon’s question—the association 
was an extraordinary thing. There was no relation between 
progress of skin and eyes. 

Dr. R. Cuurcu asked Dr. Borrie whether he found rosacea 
keratitis more common in males, and if he ever used x-ray 
therapy. Dr. Borrte had the clinical impression that it was 
not more common in males. Radiotherapy was not now 
greatly used ; its place was taken by local hydrocortisone. 

Dr. S. P. HALL-SmiTH (Brighton and Hove) asked if the 
panel found tetracycline of value. Dr. CHURCH replied that 
it reduced pustulation but not the rosacea. Dr. BORRIE 
agreed, and said he did not think there was a pyogenic 
mechanism in rosacea. If tetracycline produces improve- 
ment then the cause was different. 


Corticosteroids Combined with Antibiotics 


Dr. G. R. G. MACKARNESS (Kew Gardens) asked the 
panel if it considered combined corticosteroid and antibiotic 
eye creams should be generally available on prescription. 
Dr. BorriE thought they should be available but could be 
abused.  Infective dermatitis was commonly seen by 
dermatologists in ophthalmic hospitals, and hydrocortisone 
made it worse, while antibiotics cleared it up. Antibiotics 
not given parenterally—such as neomycin—should be used. 
Mr. BarRIE JONES said it was dangerous to use corticosteroids 
and antibiotics combined if the eye was red. A great deal of 
eye infection was due to herpes simplex, and in such cases 
topical steroids made the infection worse. Pyogenic infec- 
tions could be dealt with by antibiotics, which would not 
affect herpes. Steroids were not needed in these cases. 
Steroids, like morphine in the acute abdomen, should not be 
used till the diagnosis was established. 

The CHAIRMAN then asked how could misuse be pre- 
vented. Mr. BARRIE JoNES advised avoidance of steroids in 
red eyes alone, but not if the skin was affected. Acute red 
eyes should have the benefit of ophthalmic instruments. 
He would advise a general practitioner to use antibiotic 
cream, in simple cases of red eye, and if there was no 
response then the patient should be referred to an 
ophthalmic department. Dr. Borrie said the blandishments 
of the. drug travellers should be resisted. Therapeutic 
information could be obtained from local specialists and 
from the journals. The CHAIRMAN urged the better training 
of students, and Mr. BaRRIE Jones stressed that, as a rule 
of thumb, antibiotics should be used alone without cortico- 
steroids. 

Dr. P. D. FowLer (Manchester) asked what percentage 
strength of hydrocortisone should be prescribed in com- 
bination with antibiotics. All the panel agreed with Mr. 
BARRIE JONES’S answer of 1%. 


Psoriasis 


Dr. Frepa M. L. Lucas (London) asked if, as psoriasis 
had proved to be aggravated (after initial improvement) by 
topical corticosteroids, there was any newer accepted treat- 
ment or fresh light on aetiology. Dr. Cxurcn said his 
experience of triamcinolone was that psoriasis broke through 
enormous doses, and one was then faced with the problem 
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of getting the patient off the drug, with the result that the 
psoriasis got very much worse. He had regretted using it 
on every occasion. Triamcinolone locally helped psoriasis 
in flexures and suppressed it on the face. It had no effect 
on thickened lesions. As to new treatment, those they had 
been using over past decades were still in use. One could 
clear psoriasis with ultra-violet light and tar baths. There 
was no new permanent cure. Dr. BorRIE agreed. Mr. BARRIE 
JonES said the ocular complications of psoriasis were rare ; 
he had seen a case of keratitis which flared up with each 
attack of psoriasis, and the eye had improved with topical 
hydrocortisone. 


Ocular Herpes Zoster 


Dr. I. D. INNEs (Hull) asked if the panel would advise on 
the early diagnosis and treatment of ocular herpes zoster. 
Mr. BarRIE JONES said a patient might get pain and no rash, 
and also a rash which might be due to herpes zoster 
or herpes simplex—they were difficult to distinguish. There 
might be follicular conjunctivitis and corneal complications. 
If herpes zoster was the cause it would be safe to use 
steroids. Dr. BorRIE said herpes simplex might recur and 
was indiscriminate in distribution, whereas zoster had a 
nerve distribution. Dr. CHURCH remarked that as regards 
treatment they were still living in the Dark Ages. Many 
treatments were of no value. He usually applied antibiotic 
ointment — neomycin or neobacrin—and treated pain, 
calling in ophthalmic colleagues to look at the eye. The 
infection usually settled in two weeks. The eye caused the 
gravest concern. 

The CHAIRMAN asked if anyone had any treatment for 
post-herpetic pain. Dr. CHuRCH replied that it was difficult. 
Ordinary analgesics were no good, but some form of 
counter-irritant might be useful. Dr. Borrie found cooling the 
affected area with ethyl chloride satisfactory. Mr. BARRIE 
JoNES used systemic steroids and was not afraid of ocular 
complications. The CHAIRMAN supported the use of 
systemic steroids, and also said he thought cyanocobalamin 
(1,000 mg.) was helpful. He recommended that all patients 
should be referred to an ophthalmologist: he had seen 


terrible after-effects, especially in old people. It was difficult * 


to examine patients adequately without special facilities. 


Recurrent Furunculosis 


Dr. J. G. U. O. ALEXANDER (Hull) asked if the panel 
thought that recurrent furunculosis could be treated with 
staphylococcal toxoid. He had used it in many cases with 
no failures. Dr. Borrie did not think it had the slightest 
effect in that disease. There was no evidence that immunity 
was in blood; it was in the skin, as had been shown by 
controlled experiments. Furunculosis suddenly stopped 
and the last treatment got the credit. He advised eradicating 
staphylococci from the carrier sites of the nares, flexures, 
and perineum. The skin should be washed daily with 
hexachlorophane soap and dusted with 1% chlorhexidine 
powder. Dr. CHurRcH agreed. He said this also applied to 
styes ; the usual treatments tended to aid spread. He found 
staphylococcal vaccines completely useless. 


Chloroquine and Corneal Deposits 


Dr. SEELAGH M. TiGHE (Sheffield) asked what percentage 
of patients taking chloroquine developed corneal deposits, 
and should patients on this therapy have periodic 
ophthalmic examinations, and if so how often. Dr. 
SNEDDON said it occurred in 30-40% of patients taking 
chloroquine in doses of 200-300 mg. t.d.s., such as patients 
with chronic lupus erythematosus. Dr. ANNE F. PHILLIPS 
(Nigeria) asked how this affected malaria prophylaxis. Dr. 
BorRIE said it was very rare with the low doses given for 
malaria prophylaxis: corneal lesions were reversible and 
retinal lesions were more important but rare. 


Kaposi’s Sarcoma 


Dr. PHILurps said one of her patients, a boy of 12, had 
been diagnosed as having Kaposi’s sarcoma. What were 


the nature of the disease, its treatment, and prognosis ?_ Dr. 
BorRIE said the lesions were chiefly of vascular tissue and 
not neoplastic. It made very slow progress, and might 
become stationary. A few showed a malignant phase. Dr. 
CHURCH agreed. Most cases in Britain, he said, were in 
Polish Jews. There might be a localized form in Nigeria. 
Dr. BorrIie said one treatment was an intra-arterial injection 
of nitrogen mustard, and the results were sometimes 
dramatic. X-ray therapy to local sites was useful. 


Corneal Ulcers 


Dr. F. W. M. H. Daty (Rotherham) asked what was the 
best treatment for corneal ulcers seen by the general 
practitioner. Mr. BARRIE Jones replied that it depended on 
the cause, and it was difficult to give a simple answer. 
Pneumococci were rare now, and pyogenic organisms were 
often resistant to penicillin. He suggested subconjunctival 
injection ofa suitable antibiotic—streptomycin, polymyxin 
(more painf§l), “soframycin,” or neomycin. He regarded it 
as an ophthalmic emergency. 


Sensitization to Penicillin 


Dr. T. S. CocHRANE (Dartford) asked if there was any 
place for topical penicillin applications in view of the risk 
of sensitivity. Mr. BARRIE JoNEs said new types of penicillin 
could be used with very little danger of local sensitization. 
Dr. CHURCH was glad propaganda had persuaded people not 
to use penicillin topically ; 60% of organisms on the skin 
were penicillin-resistant. He had no experience of newer 
penicillins, and his advice was to wait and see. 

The CHAIRMAN ended the meeting by hoping that some 
practical suggestions of value had been given. He advised 
practitioners to approach their local consultants for advice. 





|= 





SCIENTIFIC EXHIBITION 


This year the Scientific Exhibition was cunningly 
situated between the buffet and the Oval Hall, where the 
Representative Body deliberated. Consequently, many 
who came but to traverse stayed on to inspect. All the 
exhibits were mounted on uniform mobile display 
stands, but this limited neither the character of the 
stands nor the ingenuity of the exhibitors. 


Prize-winning Exhibits 

Sir Arthur Porritt, Acting President of the Association, 
presented the awards to the prize-winners. Thanking all 
those who had helped to arrange the exhibition, he spoke 
of the initiative, inventiveness, and imagination of the 
exhibitors, and said that he would like to see this side of 
the B.M.A.’s work intensified. They were particularly grate- 
ful, he said, for Mr. Lawrence Abel’s stimulating interest in 
the Scientific Exhibition, and he was glad to announce 
that it had been decided to award two certificates of merit 
to displays at the Scientific Exhibition at the Annual 
Meeting at Auckland in February. Mr. Abel then 
announced the names of the New Zealand prize-winning 
displays, saying that their standard was every bit as high 
as the exhibits in the home country. They were Certificate 
of Merit for Exhibit of the Highest Scientific Value: 
Cardiosurgical Unit, Green Lane Hospital, Auckland, for 
an exhibit on Congenital Heart Disease. Certificate of 
Merit for Exhibit of the Highest Teaching Value: Medical 
Unit, Auckland Hospital, for an exhibit on Hypertension of 
Renal Origin. 

The prize-winners at the Sheffield Scientific Exhibition 
then received their awards. They were: 

The Lawrence Abel cup for the most outstanding exhibit: 
“ Surgery in Otosclerotic Deafness ” (Department of Otolaryngo- 
logy, Doncaster Royal Infirmary, Mr. Philip Beales). 

Certificate of Merit for exhibit of the highest teaching value: 
“ Audio-visual Teaching in General Practice ’’ (College of General 
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Practitioners Medical Reeo:ding Service and Sound Library, 
Drs, John and Valerie Graves). 

A second certificate of merit for high teaching value was also 
awarded to the display of ‘‘ Some Congenital Anomalies of the 
Great Vessels’’ (Sheffield Region Cardiovascular Centre and 
Pathology Department, Grimsby General Hospital, Drs. D. Verel, 
L. M. Gerlis, and R. G. Grainger). 

The Certificate of Merit for the exhibit of the highest scientific 
value: ‘Electrophoresis Studies Using Radioactive Labelled 
Insulin’ (Physics Department, Sheffield National Centre for 
Radiotherapy, and Pathology Department, Doncaster Royal 
Infirmary, Dr. H. Miller, Dr. G. Owen). 

A certificate of merit for the runner-up was also awarded to 
the display ‘“‘Chromosome Abnormality in Clinical Practice ” 
(City General Hospital, Sheffield, and Department of Genetics, 
University of Sheffield, Dr. R. R. Gordon, Mr. C. J. Dewhurst, 
Dr. C. E. Blank). 


Medicine 

In contrast to previous years, when surgical exhibits pre- 
dominated, this year there was greater emphasis‘on medical 
subjects, although one of the most popular of these was in 
fact sponsored by the University Department of Surgery, 
Western Infirmary, Glasgow. This was a demonstration of 
the treatment of carbon monoxide poisoning by giving 
oxygen under pressure. An outstanding exhibit in this field 
was the prize-winning demonstration from the College 
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The exhibit awarded the Certificate of Merit for the highest teaching value, 
** Audio-Visual Teaching in General Practice” (Drs. John and Valerie Graves). 
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of General Practitioners of the use of audio-visual methods 
for teaching and research in general practice. The North 
Midland Faculty of the College of General Practitioners 
showed the results of a collective investigation into the 
symptomatology and complications of tonsillitis as seen in 
general practice. 

The Pulmonary Function Unit, City Hospital, Sheffield, 
showed methods of assessing lung function in chronic 
respiratory disease. The Department-of Pharmacology and 
Therapeutics, University of Sheffield, and the Royal 
Infirmary, Sheffield, set forth the haematological changes 
found in 166 cases of hypothyroidism. There was an iron 
deficiency anaemia in 15%, and the incidence of pernicious 
anaemia was as high as 7.8%, while achlorhydria was found 
in 50% of cases of primary hypothyroidism. It was suggested 
that both hypothyroidism and pernicious anaemia might be 
auto-immune diseases. The Sheffield Regional Hospital 
Board showed the results of investigations, by means of 
radio-iron studies and jejunal biopsies, into anaemia 
following partial gastrectomy ; dietary iron was shown to be 
poorly absorbed after this operation. The Institute of 
Neurology, the National Hospital, London, devoted two 
stands to a comprehensive account of Wilson’s disease 
(hepatolenticular degeneration), with emphasis on the funda- 
mental error in copper metabolism and the therapeutic 
effects of B.A.L. and penicillamine. A detailed exhibit from 
the County Hospital, Lincoln, dealt with 
Méniére’s disease, and adduced evidence to 
suggest that it was a neuroendocrine 
disorder. 


Surgery 

Medicine and Surgery met on common 
ground in several exhibits. The St. James 
Hospital, Leeds, illustrated the pathology 
and clinical picture of mucosal tear at the 
oesophago-gastric junction (Mallory-Weiss 
syndrome), a condition they had found in 
about 5% of their cases of gastro-intestinal 
bleeding. The Departments of Surgery, 
Radiology, and Medical Illustration, Man- 
chester Royal Infirmary, combined to 
demonstrate the great value of barium 
studies together with portal venography in 
the diagnosis of oesophagal varices in portal 
hypertension. The collateral circulation 
thus depicted could form the basis of 
rational therapy. The County Hospital, 
Louth, and the Sheffield Regional Hospital 
Board showed an ingenious apparatus for 
locating renal calculi at operation under 
direct fluoroscopy. Another exhibit which 
appealed to‘the mechanically minded was 
from the Department of Surgery, Royal 
Infirmary, Sheffield, and the Physics Depart- 
ment, Sheffield National Centre for Radio- 
therapy. This showed how the research 
tool of radiotelemetry had been developed 


se oe i for studying features of paralytic ileus 


following vagotomy. A minute transmitter 
was left in the bowel at operation, allowing 
the return of contractions to be monitored 
and recorded. The Department of Surgery, 
University of Sheffield, illustrated how a 
method of “medical vagotomy” would 
differentiate those patients with duodenal 
ulcer in whom surgical vagotomy would 
not be followed by a marked reduction in 
output of acid. The importance of this was 
that in such cases there was a tendency to 
recurrent ulceration. The Doncaster Royal 
Infirmary was concerned with the diathermy 
of angiomata using a special insulated 
needle. 

There were two other excellent displays 
on surgical themes. The Department of 
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Otolaryngology, Doncaster Royal Infirmary, winner of the 
Lawrence Abel cup, illustrated the problems of otosclerosis, 
with special emphasis on a new surgical technique, “the 
vein graft operation.” The Sheffield National Centre for 
Radiotherapy showed in large, clear panels the value of 
radiotherapy in various stages of breast cancer, both for 
radical treatment and for palliation. The relationship of 
surgery to anatomy was demonstrated in the prize-winning 
exhibit from the Sheffield Region Cardiovascular Centre and 
Pathology Department, Grimsby General Hospital, of the 
embryology and anatomy of various congenital anomalies 
of the great vessels. The University Department, Western 
Region Hospital Board, showed how variations in blood flow 
through the cerebral cortex could be assessed by measuring 
the clearance rate of radioactive krypton. 


The Services 


As usual, the three Services presented attractive and well- 
thought-out displays. The Royal Naval Medical School, 
Royal Naval Physiological Laboratory, dealt with 
pulmonary barotrauma as seen in 30 cases, showing how 
the raising of intrapulmonary pressure leads to arterial air 
embolism, which could involve the cerebrum and cause 
unconsciousness. The Royal Army Medical Corps showed 
photographs and working and other models of air-trans- 
portable medical facilities, including operating-theatres, 
laboratories, and reception stations. The Royal Air Force 
Medical Service showed graphically how the menace of 
endemic filariasis in the Maldives was controlled. 


Paediatrics 


Paediatric infections were the theme in two stalls from 
St. Mary’s Hospital and Department of Child Health, 
University of Manchester. In one, the problems of monilial 
cross-infection in premature nurseries were set forth, and 
the epidemiology and methods of control expounded. In 
the second, the clinical picture and haematology of roseola 
infantum (exanthem subitum) were described, with emphasis 
on characteristic abnormal mononuclear cells seen in these 
cases. In the field of antenatal paediatrics the University of 
Glasgow, Department of Gynaecology, Western Infirmary, 
showed an apparatus for diagnostic ultrasonic echo 
sounding, which could be applied to measuring the biparietal 
diameter of the foetal head in utero. Also largely in the 
sphere of paediatrics was the lucid explanation, awarded a 
certificate for its scientific value, from the City General 
Hospital, Sheffield, and Department of Genetics, Sheffield 
University, of clinical pictures in chromosome abnormality. 
The cases fell largely into three groups—extra chromosome, 
absent chromosome, and mosaics. 


Pathology 


There were two exhibits concerned with pathology. The 
Department of Pathology, Sheffield University, showed 
convincingly that the primary lesion of osteoarthritis was a 
disintegration of articular cartilage. The relationship 
between changes in the cartilage at various stages of the 
disease and the ability of the cartilage cells to synthesize 
chondroitin sulphate was illustrated. Finally, the Physics 
Department, Sheffield National Centre for Radiotherapy, 
and the Pathology Department, Doncaster Royal Infirmary, 
devoted their stall to the techniques of electrophoresis and 
immunoelectrophoresis, as used to study insulin binding in 
the serum of patients receiving insulin, and also the binding 
of iron by serum proteins. This prize-winning exhibit was 
judged to have the highest scientific value. 

In summary, although the 1961 Scientific Exhibition was 
smaller than many in previous years, the quality was most 
impressive. In particular, it was most reassuring to see how 
advances in other sciences, notably physics, were being 
applied to the study and solution of medical problems. 


On Tour 


Because of the interest aroused by the annual scientific 
exhibition the Council of the B.M.A. has approved proposals 


for them to be shown on tour. Happily the majority of 
exhibitors at Sheffield were able to fall in with this plan 
and leave their display in the hands of the Association. 
Consequently the exhibition will be in Manchester for the 
week beginning September 17 and will go on to Liverpool 
for the following week. Other universities which will, it is 
hoped, accommodate the exhibition later are Aberdeen, 
Durham (Newcastle), and Leeds, though dates have yet to be 
arranged. The B.M.A. Branches and Divisions at each place 
will be informed, so that their members may have an 
opportunity of seeing the exhibition and, if they wish, of 
holding meetings at the time. 


WARD ROUNDS ON TELEVISION 


At the conclusion of the day’s work of the Representative 
Body on Wednesday, July 19, a programme of ward rounds 
was presented on closed-circuit colour television, relayed 
to the City Hall from the Royal Infirmary, Sheffield. The 
programme was sponsored and produced by Messrs. Smith 
Kline and French Laboratories Limited. Dr. D. S. MUNRO 
(Sheffield) was the television liaison officer, and the 
moderator for each session was Dr. C. S. O’FLYNN 
(Sheffield). This was one of the first occasions when colour 
television has been used for a complete programme in the 
form of a medical “ ward round” of case demonstrations 
and discussions. 

Cushing’s Syndrome 

The first subject dealt with Cushing’s syndrome. A case 
of this syndrome in a young boy was well presented and 
discussed by a team of doctors from the Royal Infirmary 
and University of Sheffield. Dr. A. G. Cox described the 
clinical features and discussed the aetiology of Cushing’s 
disease ; the biochemical changes and the use of biochemical 
investigations in making the diagnosis were clearly outlined 
by Dr. H. L. MATTHEWws ; and the radiological appearances 
of the osteoporosis were demonstrated by Dr. Harry 
GARDNER. Dr. Cox then described the operation of bilateral 
adrenalectomy performed on this boy, and emphasized the 
need for careful supervision of replacement therapy with 
steroids for the rest of his life. 

The histological appearances of the adrenal glands 
removed at operation were described by Dr. W. A. J. CRANE, 
who referred to the interesting modern work on the correla- 
tion of the histology of the adrenal gland with enzymatic 
studies. He described how the rate of production of 
corticosteroids could be estimated and showed how this 
technique had confirmed the presence of hypercorticism in 
this patient. Finally, the demonstration was brought to a 
most satisfactory conclusion by the appearance of the 
patient, eight months after operation. Dr. ANNE E. WALKER 
interviewed the patient, who was in good health and in 
whom the signs of Cushing’s disease had largely receded. 

In reply to questions, Dr. MATTHEWS said that an adenoma 
of the pituitary was certainly considered in the investigation 
of this case, but no evidence of this lesion had been found. 
The patient would be kept under observation -for any 
evidence of development of a pituitary tumour. 


Aftercare of Paraplegics ° 


The second part of the programme was devoted to the 
aftercare of paraplegics in the home. This subject was 
lucidly presented by Mr. F. W. HoL_psworTH and Mr. 
W. J. W. SHARRARD, of the department of orthopaedics, 
Royal Infirmary, with Dr. A. G. Harpy, Spinal Injury Unit, 
Lodge Moor Hospital, Sheffield. The main complications in 
paraplegic patients were pressure sores and bladder infec- 
tions, but modern management greatly reduced the 
frequency of these complications. The prevention of bed- 
sores was discussed, with emphasis on avoidance of pressure 
by the regular turning and movement of patients. 

A demonstration was shown of nurses turning a para- 
plegic patient, and it was shown how the patient learned 
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to turn himself in bed. Dr. Hardy emphasized that the 
whole object in the management of paraplegic patients was 
to enable them to return home to lead a life as nearly 
normal as possible. Preparations had to be made in advance 
for the patient’s return home—the provision of sleeping 
accommodation downstairs, wide doorways to allow passage 
of wheel-chairs, ramps instead of steps, etc. Pictures were 
shown of paraplegics in their homes, illustrating the various 
points. Finally, Dr. Hardy outlined the treatment of 
pressure sores and of bladder infections, which still occurred 
occasionally, although very much less frequently than 
formerly. In reply to questions, Dr. Hardy said that many 
paraplegics were able to have gainful employment, and, 
in some cases, paraplegic women could run a home from a 
wheel-chair. 


The Eyes and Thyrotoxicosis 


The second “ward round” programme on colour tele- 
vision was presented on the afternoon of Saturday, July 22. 
An interesting variety of clinical conditions were demon- 
strated and discussed by doctors from Sheffield hospitals 
and the University of Sheffield. 

The first topic, ““The Eyes and Thyrotoxicosis,” was 
introduced by Professor G. M. WILSON, who, along with 
Dr. MARGARET S. Davies, outlined the treatment of thyro- 
toxicosis by antithyroid drugs, surgery, and radioactive 
iodine, and described the indications for each type of 
therapy. A film of a thyroidectomy operation clearly 
showed the main steps, and the post-operative management 
was discussed and demonstrated by Professor WILSON and 
Sister M. MCCONNELL. The preparation and administration 
of radioactive iodine in treatment of thyrotoxicosis was 
demonstrated by the physicist on the team, Mrs. MONICA 
FISHER. The pathological changes which occur within the 
orbit in exophthalmos were clearly demonstrated by 
Professor D. H. CoL.ins, and Mr. J. WELLWooD FERGUSON 
discussed the management of the more severe eye changes 
which may occur. 


Pulmonary Fibrosis 


Professor C. H. STUART-HarRIs introduced the subject of 
“Pulmonary Fibrosis.” He explained that this was the 
end-result of many pathological processes, including tuber- 
culosis, pneumonia, pneumoconiosis, and sarcoidosis. Most 
recent advances in the understanding of this condition had 
resulted from studies of pulmonary function. Dr. C. S. 
DARKE presented a case of pulmonary fibrosis and skin 
lesions which had resulted from industrial exposure to 
beryllium. A patient with severe breathlessness due to 
diffuse interstitial pulmonary fibrosis was then presented 
by Professor STUART-HarRIs ; this was an example of the 
Hamman-Rich syndrome, the cause of which was unknown. 
One of the most important clinical features distinguishing 
this syndrome from the more common chronic emphysema 
was the absence of expiratory difficulty and wheezing in 
the former. The changes in the lung volumes and the inter- 
ference with oxygenation of the blood in the lungs in 
pulmonary fibrosis were well illustrated by Dr. J. J. DALy. 
In reply to questions, Dr. DARKE demonstrated a portable 
oxygen apparatus which could provide considerable 
symptomatic relief for these patients. 


Diagnosis of Skin Diseases 


Methods of diagnosing skin diseases were demonstrated 
by the staff of the department of dermatology, Royal 
Infirmary, Sheffield. The diagnosis of contact dermatitis 
was discussed, with clinical illustrations, by Dr. I. B. 
SNEDDON and Dr. R. E. Cuurcn. The technique of patch 
testing and the demonstration of fungi in nails and skin 
were shown by Dr. C. F. H. Vickers and Sister D. Law. 
A film-strip showing skin-biopsy procedure was presented 
by Dr. R. J. RUSHTON, and the application of this diagnostic 
technique was shown by Dr. CuHurcu in the case of 
sarcoidosis. The histological appearances of the skin were 
clearly demonstrated by Dr. J. Tighe. In summing up, Dr. 


SNEDDON said that the modern methods of diagnosis were 
putting dermatology on a more scientific basis, and as a 
result some of the older beliefs and methods of treatment 
were being discarded. 


Anaemia and Dyspepsia 

The final presentation was the investigation and manage- 
ment of a case of anaemia and dyspepsia. Professor A. W. 
Kay described the clinical features, and outlined the methods 
of investigation necessary. The technique of barium-meal 
examination was shown by Dr. H. GARDNER, and gastro- 
scopy by Mr. I. E. Gittespire. Mr. S. D. CLARKE then 
explained and illustrated the technique of exfoliative 
cytology applied to the stomach, which, in the case 
presented, proved the diagnosis of gastric carcinoma. The 
operation of gastrectomy was then described by Mr. D. H. 
RANDALL, illustrated by an excellent film of the operation. 
This case was well chosen to illustrate the important 
practical point, that a negative barium meal, absence of 
achlorhydria, and symptoms suggesting peptic ulceration 
should not be accepted as ruling out the diagnosis of 
carcinoma of the stomach, especially if the history led to 
strong clinical suspicion of this disease. 


MEDICAL FILMS 


In the programme of medical films shown on the after- 
noon of Saturday, July 22, were the silver and bronze medal 
winners in the 1960 B.M.A. Film Competition. These were: 

“Claremont ”—a documentary film about cerebral-palsied 
children in Bristol. Silver medal winner in the non- 
commercial category. (Medical authority: Bristol Public 
Health Department. Production authority: Bristol Amateur 
Cine Society for the South-west Regional Hospital Board 
and United Bristol Hospitals.) 

“The Spitz—Holter Valve in the Treatment of Hydro- 
cephalus.” Bronze medal winner in the non-commercial 
category. (Medical authority: Mr. R. B. Zachary, The 
Children’s Hospital, Sheffield. Production authority: 
Department of Medical Photography, United Sheffield 
Hospitals.) 

“ Resuscitation of the Newborn.” Silver medal winner 
in the commercial category. (Medical authority: Com- 
mittee on Infant Mortality of the Medical Society of the 
County of New York. Production authority: Smith, Kline 
and French Medical Film Centre.) 

“ Hospital Cross-infection—Dressing Technique in Wards.” 
Bronze medal winner in the commercial category. (Medical 
authority: Dr. Keith Thompson, Little Bromwich Hospital. 
Production authority: Samaritan Films Ltd., for Smith and 
Nephew—Southall Ltd.) 


CLINICAL DEMONSTRATIONS 


On July 22, in the New Teaching Hospital Out-patient 
Department, numerous members of the medical staff 
presented a series of 18 interesting and informative clinical 
demonstrations covering a wide field of hospital practice. 
Everyone attending came away impressed by the excellent 
choice of subjects and by the brightness of the new 
department. 


Cerebral Palsy 


The first of the paediatric demonstrations was given in 
the Ryegate Annexe of the Children’s Hospital. This is 
a day centre, opened nine months ago, for the assessment 
and treatment of children with cerebral palsy. One hundred 
and sixty children receive treatment there: they range in 
age from 1 year to 15 years and vary widely in mental and 
physical abilities. After a brief introduction describing the 
work and aims of the centre by Dr. K. S. Hott (Sheffield), 
interesting clinical features in several children were demon- 
strated. There was then an opportunity to observe the work 
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of the physiotherapists and speech therapists, and to discuss 
the problems of psychological assessment and education, 
and also the research that is being carried out. 


PROBLEMS OF THE NEWBORN 


Under the title of “Case Demonstrations on Problems 
of the Newborn,” a meeting was held at the Children’s 
Hospital, Sheffield, when members of the medical and 
surgical staff, under the chairmanship of Dr. T. CoLver, 
discussed and demonstrated some aspects of their work. 


Cardiac Emergencies in Young Children 


Cardiac emergencies in children under 2 years of age 
were discussed by a team consisting of Dr. D. VEREL 
(Sheffield) (cardiologist), Dr. R. G. GRAINGER (Sheffield) 
(radiologist), and Mr. D. Taytor (Sheffield) (cardiac 
surgeon), based on the experience of work done in the last 
six months. Dr. VeEREL said that during this period 21 
children came under surveillance, eight of whom were found 
to have ventricular septal defects, all of whom were in 
failure ; four had complete transposition of the main vessels ; 
and three had Fallot’s tetralogy, all of whom were deeply 
cyanosed. The main methods of investigation consisted of 
cardiac catheterization, angiocardiography, and cineradio- 
graphy. All these methods had their value and their limita- 
tions. They tended to be complementary to each other. Dr. 
Grainger showed examples of the results of selective angio- 
cardiography: the technique consisted of placing the cardiac 
catheter as near as possible to the suspected site of the 
lesion. The position of the tip was checked by screening 
and then the contrast medium was injected at speed and at 
a pressure of 100 lb./sq. in. (7 kg./sq. cm.). Antero-posterior 
and lateral views were obtained simultaneously at a rate of 
12/sec. Visualization of the left heart chambers and of the 
aorta were being achieved by retrograde catheterization of 
one of the systemic arteries. 

Mr. TAYLOR emphasized the importance of the group 
with patent ductus arteriosus and coarctation of the aorta, 


either alone or in combination, because this group was- 


numerically important (18 to 30% in various series) and 
because surgery could offer complete cure with the least 
risk. Ventricular septal defect was also very important, 
but direct closure of the defect was too hazardous in 
infants. For this reason partial ligation of the pulmonary 
trunk was a useful temporary procedure. In Fallot’s 
tetralogy complete correction was not feasible at that young 
age, but simple relief of the pulmonary stenosis might be 
life-saving. 
Oesophageal Atresia 

Mr. R. B. Zacuary (Sheffield) presented a series of 
children who were treated for oesophageal atresia in 
infancy. The cases illustrated particular diagnostic problems 
and different difficulties in operative techniques. 


OBSTETRICS 


The demonstrations by the staff of the Jessop Hospital for 
Women were designed to provide guidance on many practical 
obstetric problems, and a number of films on obstetric and 
gynaecological subjects were also shown. 





The first English edition, 1673, of Mauriceau’s treatise on 
midwifery sold for £400 (Dawson) in the first day of a 
book sale, mostly of medical works, at Sotheby’s on July 24. 
The treatise had lost one of its four original plates. The 
Royal College of Obstetricians and Gynaecologists gave 
£260 for Ould’s Midwifery, 1742, and £230 for Roesslin’s 
Birth of Mankind Otherwise Named the Woman’s Book, 
1598. Marlborough Rare Books acquired the first edition 
of John Hunter’s Anatomy of the Human Gravid Uterus, 
1774, for £300. Goldschmidt bought one volume of Bright’s 
Reports of Medical Cases, 1827, for £220, and Dawson 
acquired the first English edition, 1637, of Rueff’s The Expert 
Midwife for £260. (The Times, July 25.) 


Nova et Vetera 








DOCUMENTS WRITTEN ON WOOD 
DURING THE PLAGUE OF 1813 IN 
MALTA 


BY 


PAUL CASSAR, M.D., B.Sc., D.P.M. 
Royal University of Malta 


The Maltese Islands have had several visitations of 
pestilence, one of the major epidemics occurring in 
1813-14. It was then believed that plague was spread 
by contact from one person to another and by means of 
certain “ susceptible” articles which were considered to 
be fomites of the disease.! Paper, like straw, feathers, 
and hairs, was thought capable of disseminating the 
“contagion” ; even in non-epidemic times it was the 
practice at the Malta Lazaretto to fumigate all letters 
and parcels coming into the island from places known 
to be foci of pestilence. The letters were not touched 
by hand, but were caught and carried by means of tongs 
until the fumigating process was over.” 


Owing to this fear of paper, stringent steps were taken 
to restrict its use once plague had broken out. A 
Government notice of May 7, 1813, warned house- 
holders against the introduction of all papers and 
parcels into their homes ; when this was inevitable the 
papers were to be well fumigated before being touched 
by hand. Another notice, of May 12, again insisted on 
the “smoking” of papers with a composition for this 
purpose obtainable from a specified seller in Valletta. 
Seven days later, shopkeepers and customers were 
prohibited from wrapping goods in paper.* The alleged 
threat presented by paper induced some people to avoid 
its use as a medium for writing. In contrast to paper, 
wood was regarded as being incapable of conveying the 
“contagion” of plague.t This explains why in some 
instances tablets of wood were employed for writing 
wills, receipts, and other documents. The tablets that 
have survived are rare enough to merit recording. So 
far as I am aware nothing has ever been published 
about them. They are written in ink and the script is 
Italian, which was then the written language of the 
professional and cultured classes of the Maltese. 


On one of these boards the Rev. Filippo Calleja, of 
Zebbug village, one of the most severely hit localities, 
wrote his last will and testament before he died on 
September 9, 1813.5 The tablet measures about 10} by 
73 in (26.5 by 19.5 cm.) and is }$ in. (1.3 cm.) thick. 
Its surfaces are smooth and its edges somewhat rounded. 
The writing fills both surfaces, but is no longer legible ; 
however, a transcript on paper was made some six 
months after the testator’s death. The original tablet 
and the transcript are.to-day preserved at the Govern- 
ment Notarial Archives of Valletta.® 

There are no other documents written on wood at the 
Government Notarial Archives, but on the back of the 
envelope containing the board of the testament of the 
Rev. F. Calleja there is a manuscript note to the effect 
that “ the Baron Gourgion possesses several receipts and 
bills written on wood during the plague of Malta of 
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1813-14.” Only one of them has been traced.’ It 
measures about 7 by 4} in. (17.5 by 10.5 cm.) and is 
almost 4 in. (1.3 cm.) in thickness. The writer was a 
baroness married into the Inguanez family (Fig. 1). The 





(10 by 9 cm.) in size and 1/10 in. (2.5 mm.) thick. It is 
of a deep-brown colour and is broken in two parts by 
a vertical fracture that runs at about its middle. The 
fragments are held together by a piece of paper pasted 
on the back of the tablet and bearing a 
short manuscript note in Italian which 
states: ‘‘ Specimen of a receipt made out 
in Malta at the time of the plague of 
kei.” ** 

At the National Museum, Valletta, is 
preserved yet another small board. It is 
of dark colour and measures 6} by 5 in. 
(17 by 12.5 cm.) and 4 in. (6 mm.) in 
thickness. Both surfaces are written on, 
but the script on the back is not 
discernible as the words have become 
indistinct owing to the spreading and 
fading of the ink. The obverse is dated 
September 19, 1813, and the wording 
authorizes a certain Mrs. Lorenza 
Xeberras to christen the baby daughter 
of Mrs. Rosa and Francesco de Albanese. 
What might have prevented the parents 


Fic. 1.—Letter written in Italian on ; meeees tablet during the plague of Malta = from taking the baby themselves to 
° i 


handwriting is easy to read, the following being a 
translation of the Italian text: 


Jesus for ever. 
On the 2nd instant I received, with the greatest 
pleasure, your most esteemed letter from which I 
learn of the very good health enjoyed by yourself 
and by all your family. We are all well. Give 
my regards to every one at home. Pray God for 
us, With the bearer of this letter I am sending you 
31 “scudi” and 6 “tari” for the months of June 
to the end of November. At 3.30 p.m. I received 
your second letter. I thank you for so much 
kindness. 
Notabile, 5th October, 1813. Your servant, 

Maria Damico Inguanez Bonici. 


The name of the same baroness appears on another 
tablet—a receipt for 100 “ scudi **—dated December 2, 
1813. The board has well-smoothed surfaces and 
edges and measures about 5} by 44 in. (16.5 by 11.5 
cm.), and 4 in. (6 mm.) in thickness. A fourth table is 
also a receipt, dated August 15, 1813, given out by the 
Rev. Salvatore Dimech (Fig. 2). This tablet is 4 by 34 in. 





Fic. 2.—A receipt dated pam 15, 1813, written on a thin piece 
of wood. The tablet is broken in two by a vertical fracture. 


church for the christening rite was the 
Government order which confined the people to their 
own homes. Mrs. Lorenza Xeberras could very well 
have been the midwife, who, like medical men and other 
essential workers, was allowed freedom of movement 
about the towns and villages. The tradition is still alive 
among members of the Albanese family that a female 
ancestor had her birth certificate written on a piece 
of wood; but no trace of such a tablet has been 
found. 

In spite of the passage of time, these tablets have 
retained their human interest ; indeed, they are silent 
testimonies of how men and women refuse to accept 
defeat when faced by the overwhelming catastrophe of 
disease. To our profession they are the reminders of 
medical fallacies that were mistaken for truth by official 
epidemiological thought as recently as one hundred and 
fifty years ago. 


I am indebted to the following persons for kindly allow- 
ing me access to the,tablets in their possession and for 
permission to publish: Notary V. Miller, Notary to 
Government; Dr. A. De Piro Gourgion, LL.D., B.A.; the 
descendants of the Inguanez family; Lady Pullicino and 
Dr. F. Pullicino, M.D.; and Captain C. Zammit, F.S.A., 
Director of the National Museum, Valletta. I also wish 
to thank Dr. J. Cauchi, LL.D., for drawing my attention to 
the Museum tablet, and to Mr. Wilfrid Flores for the 
photographs. 
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With the help of expert contributors we publish below notes 
on a selection of drugs in common use. 


Chiorphenoxamine 

“ Clorevan”” (Evans Medical). 

Chemistry.—The drug is a derivative of diphenhydramine 
(“ benadryl”) and has the following structural formula: 


= CH 
Cl 3 
VW c—o—cH.—cH,—N€ ‘HCl 
| Cc 
CH; 


H; 


Pharmacology.—Chlorphenoxamine hydrochloride has an 
antihistaminic action which is less than that of benadryl, 
while its anticholinergic action is greater. It depresses spinal 
reflexes in the dog. 

Therapy.—The main effect of this drug is on the rigidity 
and slowness of parkinsonism. It has little or no effect 
on the tremor, and in some cases has been said to make the 
tremor rather worse. In a clinical trial improvement was 
seen in about half the patients taking the drug. Those who 
failed to improve were often those whose main disability was 
tremor. . The optimum dosage for most patients is 50 mg. 
three times a day, but some patients were able to tolerate 
and were helped by higher doses up to 100 mg. three times 
a day. 

Side-cffects—No serious toxic reactions have teen 
reported. Mild side-effects which have been reported 
include drowsiness, dizziness, nausea, and dryness of the 
mouth. 

N.H.S. Basic Price-—100 tabs., 17s. 4d. 





ORDER OF ST. JOHN OF JERUSALEM 


Those recently appointed to, or promoted in, the Most 
Venerable Order of the Hospital of St. John of Jerusalem 
include the following members of the medical profession: 


As Knight: Mr. C. B. Weld. As Commanders (Brothers): 
Surgeon Rear-Admirals W. V. Beach, O.B.E., Q.H.S., and J. M. 
Reese, O.B.E., Q.H.P., Major-General H. E. Knott, C.B., O.B.E., 
Q.H.P., Lieutenant-Colonel R. J. Brown, Group Captain A. H. 
Marsh, Q.H.P., Mr. V. C. J. Harris, and Drs. R. Scott-Reid, 
M.B.E., L. G. Norman, I. H. Davies, E. R. Hafner, and J. P. 
McGuigan. As Associate Commander (Brother): Dr. Ip Kam 
Wah. As Officers (Brothers): Surgeon Captains E. D. Caldwell 
and M. H. Adams, Major-Genera! W. A. Robinson, O.B.E., 
Brigadier G. L. M. Smith, C.B.E., Q.H.P., Colonels E. Grey- 
Turner, M.C., T.D., Q.H.P., and P. A. Costin, Lieutenant- 
Colonel W. R. Lamb, M.C., Major R. M. Gibson, Wing 
Commander S. C. Rexford-Welch, The Hon. J. D. Ross, Mr. 
F. M. Hanna, and Drs. Lee Ching Wa, A. Charlton, D. T. 
Richards, A. B. Wallace, R. G. B. Young, W. W. Wilson, 
J. W. P. Salt, D. J. Davies, M.B.E., A. G. Ramsay, A. J. 
Struthers, W. T. Currie, W. J. Collins, G. J. Romanes, J. 
Dobson, J. Pearce, A. North, J. O. Mercer, C.B.E., W. J. Boyd, 
A. H. Harrop, H. A. Myers, and T. R. Hamilton. As Associate 
Officers (Brothers): Dr. T, C. Dey and G. Lemchen. As Officers 
(Sisters): Drs. Dorothea F. Coles, Liliane M. C. Clopet, and 
Margaret F. Gillison. As Serving Brothers: Colonel J. W. B. 
Barr, Lieutenant-Colonel R. A. Smillie, M.B.E., Major W. S. 
Hacon, and Drs. J. R. S. Sharp, R. M. E. Smith, N. T. D. 
Brewis, Khoo Kim Cheng, M. A. Fawkes, R. L. S. Richard, 
M. E. Glanvill, W. P. Navin, A. Leishman, A. H. Casson, G. O. 
Hughes, M.C., E. Moloney, S. Copp, J. H. Owen, R. J. Phillips, 
M.B.E., R. K. Phillips, E. R. Raymond-Jones, J. N. Thomas, 
C. P. Bennett, O. F. Conoley, R. Pollok, H. A. Forrester, W. P. 
Kelly, C. A. Osborn, J. C. Graham, G. E. Johnstone, W. D. 
White, G. D. G. Cameron, F. R. Leonard, J. A. Olivier, S. B. 
Bird, J. J. Leishman, G. A. McLaughlin, K. D. Varnam, J. C. 
Wickwire, W. S. Smith, A. J. Cawood, A. L. Cairns, and D. O. 
Richards. As Associate Serving Brothers: Drs. A. Pearlman and 
C. J. St. Cin. As Serving Sisters: Drs. Barbara Finch, Muriel A. 
Stowe, Edith B. Wilson, Eily E. A. Gledhill, and Janet Booker. 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Psychopaths Aged Over 25 


Sir,—If psychiatrists believe, as I did, that the Mental 
Health Act, 1959, never allows the detention under 
section 26 of psychopaths aged over 25, this instance wilt 
confound them—uniess a recent Mental Health Review 
Tribunal misinterpreted the Act. 

A 31-year-old woman had entered two English psychi- 
atric hospitals under various categories on eight 
occasions since August, 1960. Of the five admissions 
since February, 1961, four had followed drug over- 
dosage, and each departure was against advice. The 
final admission, in April, 1961, was under section 26 
of the Act on the ground of mental illness, with depres- 
sion the diagnosis. In due course the patient absconded, 
was returned, and placed in a locked ward, and promptly 
applied under section 31(4) for review by the 
tribunal. 

The tribunal accepted the opinion of myself, its. 
medical member, that the patient had recovered from the 
mental illness but that she remained insouciant in regard 
to her frequent overdoses, to her equally frequent self- 
discharges, and to her future self-concern ; that, albeit 
of above average intelligence, she was defective in 
personal relations, capricious in employment, foresight- 
less, and poor in general judgment: categorizable, 
therefore, under section 4(4) of the Act as psycho- 
pathic. 

Under section 123 of the Act, therefore, the tribunal 


‘felt satisfied that (subsection 1a) this patient was “ not 


then suffering from mental illness ” but dissatisfied that 
she was “ not then suffering from psychopathic disorder.” 
No guarantee, it agreed with me, could be given (sub- 
section Ic) that, if released, she “ would not be likely 
to act in a manner dangerous to” herself. Since sub- 
section 1 of section 123 introduced no age limit for 
psychopathy, and since subsection 3 empowered the 
tribunal, “if satisfied that the patient is suffering from 
a form of mental disorder other than the form specified,” 
to direct emendation of the relevant order “ by sub- 
stituting for the form of mental disorder specified therein 
such other form of mental disorder as appears to the 
tribunal to be appropriate,” the tribunal concluded that 
it had the power to direct the retention of this patient 
under section 26 as psychopathic instead of mentally ill ; 
and did so. 

This means that, unless the tribunal misconstrued the 
Act, a patient of whatever age, rightly judging himself 
recovered from mental illness and appealing to a Review 
Tribunal, may find himself retained on the tribunal’s 
direction as psychopathic, since recovery from mental 
illness is not, in the meaning of the Act, synonymous 
with recovery from mental disorder, and since the 
tribunal has the power to place him, under section 26, 
into a category impossible but for his appeal. It would, 
I believe, in conclusion, obviate confusion in the mind 
of a potential appellant if, in cases like this one, the 
original medical recommendations under section 26(3) 
embodied the double diagnosis of menial illness and 
psychopathic disorder, allowed without age limit under 
subsections 4 and 5 of that section —I am, etc., 

Exeter. SEYMOUR SPENCER. 
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Cholera 


Sir,—I read with great interest your leading article 
(June 10, p. 1664) on cholera. The mortality figures 
referred to by you indicate that cholera has been 
receding steadily during the last decade, both from 
eastern India and from East Pakistan. This trend of 
recession had been distinctly noticeable in Calcutta till 
the last year. The current epidemic of cholera in 
Calcutta has, however, shot up the mortality to a level 
considerably higher than that of the last year. Perhaps 
the welcome decline in the incidence of cholera through- 
out India is not quite irreversible. Complacency arising 
out of apparent recession of cholera in India may lead 
to slackening of efforts, and thus may spell disaster 
in certain big cities of India where population tends to 
go up and sanitation tends to go down. 

I should also be inclined to believe that you did not 
intend to convey the impression that, given adequate 
resources and enthusiastic public co-operation, mass 
immunization could eradicate cholera from the per- 
manently endemic areas in spite of the “ combination 
of dense population and abysmal sanitation” which, 
as you have truly pointed out, still prevails in these 
areas. 

It is true that cholera vaccine has contributed 
to a certain extent towards prevention of cholera. 
Nevertheless, it would be unwise to ignore the scepticism 
which still persists among some scientists regarding the 
magnitude of prophylactic efficacy of cholera vaccine. 
Wilson and Miles' have stated that “nothing, we 
believe, but a properly controlled trial will tell us what 
the real value of vaccination is.” The Study Group of 
the World Health Organization? have recommended 
“that a field trial was absolutely necessary in order 
to demonstrate that the protective efficacy of cholera 
vaccine is correlated with its performance in a labora- 
tory potency test.” 

During the recent conference on cholera which 
was sponsored jointly by the S.E.A.T.O. and the 
National Institutes of Health, U.S. Public Health 
Service, and was held in Dacca, East Pakistan, December 
5-8, 1960, Smadel® said that “he was impressed with 
the unanimity of opinions that cholera vaccine was of 
some value even though every one stated that conclusive 
scientific data on its efficacy were lacking. It was 
apparent that an adequate field evaluation of cholera 
vaccine was necessary.” 

These considered remarks would indicate that perhaps 
it would be far more discreet to subject the cholera 
vaccine to the test of well-controlled field trials before 
involving an underdeveloped country into the colossal 
expense and effort essential for mass immunization 
campaign. If the areas for conducting the field trials 
are carefully selected, even a small fraction of the 
expense and the effort required for effective mass 
immunization may fill up the existing lacuna in our 
knowledge on immunization against cholera.—I am, etc., 


Department of Bacteriology, D. C. LAHIRI. 
School of Tropical Medicine, 


Calcutta, India. 
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Premalignant Conditions of the Vulva 


Sir,—The paper on premalignant conditions of the 
vulva by Professor T. N. A. Jeffcoate and Dr. A. S. 
Woodcock (July 15, p. 127) will be of interest to derma- 
tologists chiefly on account of its admission that 
vulvectomy is not a reliable method of relieving intract- 
able pruritus vulvae. This is at least an advance on 
the gynaecological aphorism, “ If it’s white and it itches, 
I cut it out,” heard from other lips some ten years ago 
at a special meeting in a provincial teaching hospital. 
The authors go on to state that prophylactic vulvectomy 
for leucoplakia is usually unjustifiable. They may be 
right, in which case the gynaecologists will have more 
time for other things and the dermatologists will be left 
to struggle on by themselves. 

However, the evidence they present is far from con- 
vincing, and, as a serious contribution to the advancement 
of knowledge on the subject, their paper is profoundly 
disappointing. To the dermatological mind it contains 
so many discrepancies and inconsistencies that space 
permits comment on only the most important points. 
After comparing selected extracts from the literature 
over the past 55 years and showing that, not unnaturally, 
there have been various conflicting opinions during that 
period, they presume to dismiss them all contemptuously 
and try to lead us back to the jungle. The same could 
as easily be done in relation to any other group of 
diseases. But this does not justify a repudiation of the 
careful work, much of it by dermatologists, on which 
are founded the modern criteria for the differential 
diagnosis of the intractable itching dermatoses affecting 
the vulva. 

Lichen sclerosus et atrophicus occurs frequently in 
other parts of the body. It is seen rarely in.men, not 
so rarely in young girls. It can scarcely be attributed, 
therefore, to an ageing process in the tissues and it is 
absurd to deny its very existence. Leucoplakia is seen 
by dermatologists as frequently on the lip as on the 
vulva, and the essential histological features are the same 
in both sites. Few would question its precancerous 
nature on the lip, and those who believe the same to 
be true as regards the vulva are unlikely to change their 
opinion without really convincing evidence. As in all 
fields, some atypical cases are perplexing, but there is 
fairly general agreement nowadays, among derma- 
tologists at any rate, not only that leucoplakia, lichen 
sclerosus et atrophicus, and neurodermatitis are three 
distinct diseases, wherever they may be found, but also 
on the combined clinical and histological criteria by 
which they are differentiated. The current views on 
their prognosis in the vulva may be wrong, but any 
evidence suggesting their modification is unlikely to be 
accepted unless these diagnostic distinctions are kept. 

Such advances can only be made, as the authors 
rightly maintain, by further careful observation and 
even more frequent recourse to biopsy. Yet here is an 
even greater obstacle to enlightenment. It would seem 
from the authors’ photomicrographs and the words 
beneath them that gynaecologists have ideas very 
different from dermatologists on the histological inter- 
pretation of vulval sections. For instance, Fig. 1, labelled 
histologically as “ hypertrophic leucoplakia,” depicts, to 
the dermatological eye, simple lichenification, i.e., the 
result of prolonged rubbing, whether a neurodermatitis 
or due to an external irritant such as moniliasis. 
Similarly Fig. 2, labelled ‘atrophic leucoplakia,” is 
clearly lichen sclerosus et atrophicus; Figs. 3 and 4 
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suggest Bowen’s intra-epidermal cancer ; Fig. 5 is non- observed somewhat similar changes occurring in 


specific, and Fig. 6, the only section showing undoubted 
characteristics of leucoplakia, is described by the authors 
as neurodermatitis of 20 years’ duration ! Is it possible 
that rubbing and scratching may be one of the factors 
in the aetiology of leucoplakia ? 

It would seem that any author wishing to find general 
acceptance for his opinions on this subject would be 
well advised, be he gynaecologist or dermatologist, to 
seek the co-operation of his colleagues in the other 
specialty in all stages of his work.—I am, etc., 


Exeter. J. R. SIMPSON. 

Sir,—For a name to have any value there must be 
general agreement about what it denotes, and I cannot 
help having some sympathy with Professor T. N. A. 
Jeffcoate and Dr. A. S. Woodcock (July 15, p. 127) in 
their desire to abandon practically all those names 
attached to various well- and ill-defined conditions of 
the vulva which may or may not subsequently undergo 
malignant change. Abandoning several names, how- 
ever, does not immediately make several different 
conditions any less different, and there is a danger 
thereby of abandoning at the same time useful know- 
ledge tediously acquired by authors whose only fault 
was to-choose an unsatisfactory name. Any construc- 
tive review of a difficult subject must include the 
opinions of previous reviewers, but surely those who 
take on such a task must exercise a little discrimination 
or the result is likely to be purely destructive, and once 
again there is the danger of abandoning useful know- 
ledge tediously acquired—this time by authors whose 
only fault was to correct someone who was talking 
rubbish. 

Dermatologists. may perhaps err in keeping an old 


name like leucoplakia to denote no longer white plaques - 


as such but areas of unstable dyskeratotic epithelium, 
but at least they know and endeavour to teach others 
what they mean—and they do not mean lichen sclerosus 
et atrophicus. Yet brown and ginger hair can both end 
up as grey. It would be a tremendous help to those 
puzzled by the condition known as lichen sclerosus et 
atrophicus if they would study it as it occurs on other 
parts of the body and then apply the knowledge gained 
to their exercises in more unusual sites such as the glans 
penis and the vulva. The histology is well shown in 
Fig. 2, a biopsy section from a patient who apparently 
also had a fungus infection of the feet. 

If one thing is clear from all the wrangles of 
terminology in the past, it is that there are several rather 
similar conditions of the vulva, some easily reversible 
like the simple lichenification shown in Fig. 1, some less 
easily so, and some not reversible at all. Some, perhaps 
any, of these may become malignant, some sooner, some 
later. Careful study of the natural history of these 
conditions leads to the grouping of similar cases, and 
this should not be wasted or discouraged by lumping 
them all together as just chronic epithelial dystrophies, 
either because of ignorance of the work of others or 
because of difficulties of nomenclature.—I am, etc., 


Plymouth. R. D. Sweet. 


Chloroquine and the Eye 
Sir,—Although it seems fairly certain that there is 
a true and definite relationship between prolonged 


chloroquine medication and the ocular changes 
described, this may not be the whole truth. I have 


ts 


patients receiving different forms of treatment for 
rheumatoid arthritis—for example, gold and phenyl- 
butazone. These cases were being followed up at the 
Birmingham and Midland Eye Hospital, as they pre- 
sented the features of Sj6gren’s syndrome. Since chloro- 
quine is mainly used in precisely that type of case in 
which Sjégren’s syndrome occurs—namely, lupus erythe- 
matosus and rheumatoid arthritis—might the ocular 
changes really be manifestations of an exacerbation of 
this syndrome? It is possible that the metabolism of 
epithelial cells is running at a low level in Sjégren’s 
syndrome and drugs such as chloroquine, by inhibiting 
adenosine triphosphatase, depress metabolism to such 
an extent that symptoms arise. 

I grant that the corneal picture as described by Mr. 
A. H. Osmond (July 15, p. 177) is not very characteristic 
of kerato-conjunctivitis sicca, but I have seen one or 
two cases where radiating lines have appeared before 
the onset of a filamentary keratitis. Similar changes 
have also been described by Cristiansson,! who describes 
a “ spoke-like pattern in the deeper corneal epithelium ” 
in a case of kerato-conjunctivitis sicca complicating 
jaundice. 

I was also interested to note the occasional complaint 
of night-blindness in patients on chloroquine. Here 
again, this symptom has been noticed in Sjégren’s 
syndrome and an impairment of the visual threshold 
and in the rate of adaptation was noticed in some 15 
cases. 

The issue, therefore, appears to be whether chloro- 
quine by itself causes these eye changes or whether 
they occur only when chloroquine is administered to 
patients with an undetected Sjégren’s syndrome. 
Schirmer’s test may be helpful in deciding the issue. 
—I am, etc., 


Birch Hill Hospital, 
Rochdale. 


JoHN McLENACHAN. 


REFERENCES 


 Cristiansson, J., Acta ophthal. (Kbh.), 1954, 32, 161. 
? McLenachan, J., Trans. ophthal. Soc. U.K., 1956, 76, 413. 


Pancreatic Lithiasis 


Sirn,—May I refer to Dr. P. Rabindran’s letter 
(May 6, p. 1322) about my article on pancreatic lithiasis 
(March 4, p. 626)? Though investigations regarding 
pancreatic functions were done pre-operatively in many 
cases and post-operatively in some, the investigations 
have not been complete enough to draw any conclusion. 
But the general condition of the patients has improved 
considerably and they are back at their respective 
occupations. As regards sphincterotomy, a perusal of 
the literature shows that on the whole the results of 
this operation are unsatisfactory. Sphincterotomy was 
not done except in Case 3, where cholecystojejunostomy 
also was done at the same time. There was relief for 
only one year, when nerve resection was done (left side 
in October, 1954, right side in July, 1955), and he has 
been free from pain thereafter. In Case 6 sphincter- 
otomy was attempted, but the sphincter could not be 
located even when attempts were made by passing a 
Desjardins’s forceps and catheters from the duct opened 
over the head of the pancreas. 

I don’t think cholecystojejunostomy was responsible 
for the disappearance of the calculi. In the two cases 
of calcareous pancreatitis where the calcified shadows 
disappeared (Cases 3 and 4), cholecystojejunostomy did 
not bring about any relief of pain. The pain disappeared 
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only after nerve resection and the pancreatic calcification 
gradually disappeared some time after nerve resection 
in the course of about four years in Case 3 and in three 
years in Case 4. In Case 6 the disappearance of the 
calculi from the duct was due to the removal of some 
of the calculi from the opened duct, and partly also due 
to the prolonged drainage (94 months) and repeated 
washouts of the duct. There were several calculi still 
remaining when the drainage catheter was removed. 
These gradually disappeared and a skiagram taken 
nearly two years nine months later showed a solitary 
calculus in the head. In this particular case no nerve 
resection was done. He is free from pain. In Case 2, 
though the patient has been free from pain for 11 years 
after operation, in a radiograph taken at the end of 
this period the calcification in the pancreatic head 
persists. If anything, the shadow is slightly larger. 
During these 11 years she has had several children and 
her health is quite good. 

There are several factors which can account for the 
relief of pain. Thus in Case 1 an associated multi- 
locular cyst was tapped and cholecystojejunostomy was 
done. In Case 2 the pancreatic ducts were kept drained 
by two catheters for 11 days. In Case 5, in addition 
to cholecystojejunostomy, an associated pancreatic cyst 
was treated by a cystogastrectomy. He had, in addition, 
peptic-ulcer pain, medical treatment for which has kept 
him comfortable. Further, there are two patients now 
under my care in whom no operation has been done ; 
the calcification of the pancreas persists and yet they 
are free from pain on medical treatment alone. In the 
case reported by Dr. Mohan Rau,' though only a 
laparotomy was done, calcification of the head of 
pancreas disappeared a few months later. It is therefore 
difficult to say the mechanism by which the calcification, 
or the calculi free in the duct, disappear. As I had 
concluded, control of infection by free drainage of the 
duct, the manipulations during the operation, the 
increased vascularity after sympathetic denervation, all 
seem to play a part. It seems therefore that, though 
cholecystojejunostomy may abolish the pain in some 
cases, it does not seem to play any important role in 
the disappearance of the calcification—I am, etc., 


Munnar, R. MAHADEVAN. 


Kerala State, South India. 
REFERENCE 
' Mohan Rau, U., Indian J. Surg., 1956, 18, 471. 


Tuberculosis in Soho 


Sir,—The recent article, “ Tuberculosis in Soho,” by 
Dr. P. A. Emerson, Miss Gillian Beath, and Dr. J. G. 
Tomkins (July 15, p. 148) calls for a few statistical 
remarks, as it appears that no statistical reasoning has 
been applied to the data. 

Table II].—Ignoring the “occupation unknown” 
group for obvious reasons, I have compared the 
incidence rate of active tuberculosis among the various 
occupations. I find x?=5.6 with five degrees of freedom, 
which is not significant. 

Table III]—The incidence of active tuberculosis 
among the Chinese group (53.8 per 1,000) is significantly 
higher than among the remaining groups, but the 
difference between the Great Britain group (4.8 per 
1,000) and the immigrant (excluding Chinese) group (4.4 
per 1,000) is certainly not significant. For comparing 
the incidence of the various immigrant countries, other 
than Chinese, the x? test is not valid because of the 


small size of the “expected” values. If, however, no 
pair of countries are significantly different, which we 
may test by using Fisher’s exact test for a 2x2 table, 
then it follows that there is no significant difference 
between countries. The converse is not true, since one 
must allow for the number of pairs of countries that 
one could select. Choosing the most discrepant pair 
of countries (“ West Indies” and ‘ Other European 
countries ”) I find that Fisher’s exact test gives P=0.1, 
so that there is no significant difference between 
countries. 

Table 1V.—The authors say, “Although [the] distri- 
bution is fairly even, Table IV shows that marked 
differences appear when the figures are broken down 
for the various nationalities.” Combining the “ West 
Indies ” group (for which there is only one observation) 
with the “elsewhere” group, I find x?=8.7 with 
seven degrees of freedom, which is not significant. 

Table V.—The objective here is to establish whether 
the incidence of active tuberculosis has a different 
“years in catering trade” pattern in “Chinese” and 
“other nationals,” and it is necessary to allow for the 
higher Chinese incidence overall. If we construct five 
2 x 2 tables, one for each category of “ years in catering 
trade,” and each showing Chinese or not in one margin, 
tuberculous or not in the other margin, then we wish 
to test whether the degree of dependence is the same 
in all five tables. The standard method of solving this 
problem was given by Norton,' but I have recently 
proposed an alternative procedure which is much 
simpler to apply.? Using this procedure I find x?=6.1 
with four degrees of freedom, which is not significant. 
—I am, etc., 


London N.10. K. A. J. CRAWFORD. 


REFERENCES 


* Norton, H. W., J. Amer. statist. Ass., 1945, 40, 251. 
* Crawford, K. A. J., Ph.D, thesis, London, 1961. 


Latent Brucellosis 


Sir,—An article by Drs. Ian McWhinney and A. P. 
Prior (July 8, p. 80) and a leading article on this subject 
(p. 101) appeared without the term being defined. 
Reference is made to a positive brucellin test or 
agglutinins being evidence of past or present latent 
infection, but in summary the criteria are accepted as 
valid for “latent infection,” giving a rate of 70%. 

A latent infection is surely one which is present, 
dormant, but liable to reactivity. Hence the persistence 
of sero-activity in an undiminished titre may be taken 
as evidence of latent yaws or syphilis (if false biological 
reactions can be excluded).! It is difficult to exclude 
latent brucellosis, as agglutinins may wax and wane with 
a persisting infection,? although it may be difficult in 
such a case to exclude reinfection, but surely a positive 
brucellin test is no more than evidence of skin sensitivity, 
probably produced by previous contact with or infection 
by brucellae. Even agglutination titres must be accepted 
with caution as evidence of continuing infection, 
especially as some cholera vaccines produce false- 
positive readings. There is a distinction between an 
unerupting and an extinct volcano.—I am, etc., 


Department of Tropical Medicine, FREDERICK J. WRIGHT. 
University of Edinburgh. 


REFERENCES 
+ Turner, L. H., Bull. Inst. med. Res. Malaya, No. 9, 1959. 
* Osmundson, P. J., Martin, W. J., Merritt, W. A., and Stroebel, 
C. F., Proc. Mayo Clin., 1957, 32, 58. 
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Multiple Painless Glomus Tumours 


Sir,—Mr. J. T. Hueston (April 29, p. 1210) has drawn 
attention to an uncommon variety of glomus tumour. 
We have recently studied a family showing diffuse, 
non-tender, telangiectatic glomus tumours and write to 
record the fact that trauma may cause a previously 
painless glomus tumour to grow in size and to become 
painful. 


A female, aged 17, was seen in 1961 because of a tender 
bluish area on the anterior aspect of the right arm. The 
patient stated that the lesion had been present all her life 
but until the age of 16 had never been painful. The patient 
was involved in a car accident in 1960 and received a non- 
penetrating blow on the birthmark. Shortly after this the 
lesion increased in size and felt irregularly firm and nodular. 
At this time she noticed that the area became painful on 
light pressure and she also experienced episodes of sharp 
radiating pain which came on without warning. A group 
of dark-blue vein-like structures were visible through the 
skin and were noted to be raised above the skin surface 
in some parts (Fig. 1). On palpation, the skin temperature 





Fic, 1 Fic, 2 


Fic. 1.—Lesion on patient’s right arm. Fic. 2.—Similar lesion 
on her father’s arm. 


of the area did not appear to be different to that of the 
adjacent normal skin, but irregular and ill-defined thickening 
could be felt along the vessels. The patient’s father (Fig. 2) 
and grandmother had similar but more circumscribed pain- 
less lesions in the same position. 

Mr. Hueston mentioned that trauma was associated 
with the appearance of the tumours in his cases. This 
association has been noticed by other writers, and 
Torchi! commented that a history of trauma was given 
in about one-third of the cases of glomus tumour 
recorded in the literature. Our observations suggest 
that trauma can lead to the onset of persistent pain 
in a. diffuse glomus tumour. We agree with Mr. 
Hueston that the diffuse glomus tumour can be 
separated from other glomus tumours on the basis of 
the features which he describes. If cellularity of the 
tumour tends to be associated with pain, it may be 
that in the case we have studied non-penetrating trauma 
leads to proliferation of glomus cells about the vascular 
channels. Section of the excised tumour showed the 
typical angioma-like spaces lined by a flat endothelium 
and surrounded by typical glomus cells in a layer two 
to four cells thick. In a few areas the tumour exhibited 
more solid islands of glomus cells.—We are, etc., 


G. F. DonaLp. 
D. N. ROBINSON. 


Adelaide, N.S.W. G. A. HUunTER. 


REFERENCE 
’ Torchi, M., Atti. Soc. med. Bolzano, 1960, 4, 545. 


Multiple Primary Malignant Tumours 


Sir.—I was interested in your annotation on this 
subject (July 22, p. 228), because it so happens that I 
have a patient who, unfortunately for her, demonstrates 
the above. 

In 1957 the patient, then aged 42, was considered to 
have fibroids, and at operation a pseudomucinous 
cystadenoma showing early malignant change was 
removed. Early this year the patient developed 
pneumonia situated in the right lung, and only a few 
days ago at operation a primary cancerous growth of 
the middle lobe of the lung was found. 

This is perhaps some indication that certain people 
may have a predisposition for developing cancer.—I am, 
etc., 


London S.E.26. J. G. TEEs. 


Orthopaedics in the Tropics 

Sir,—I was interested to read Mr. D. R. Richard’s 
account of orthopaedics in Northern Nigeria (May 13, 
p. 1382). The secondment of doctors to the under- 
developed countries of the world is an excellent scheme 
both for the doctors themselves and for the inhabitants 
of these countries, and it is to be hoped that it will 
continue. 

I cannot agree, however, with Mr. Richard’s belief 
that the treatment of spinal tuberculosis should be 
mainly conservative. Experience in East Africa and 
India at least! has amply confirmed that radical surgery 
is indicated in all cases of paraplegia except those of 
late onset, and that, even in these, exploration is often 
worth while. A patient with spinal tuberculosis without 
paraplegia is never free from the risk of this complica- 
tion, which is lethal in a primitive community. There is 
a good argument, therefore, for operating on all cases 
of spinal tuberculosis if facilities permit. Furthermore, 
as Seddon, Griffiths, and Roaf have shown,’ costo- 
transversectomy is an inadequate operation. The com- 
pressing factor is often not pus but bone, disk debris, 
or calcified material. These can only be dealt with by 
antero-lateral or anterior decompression. 

In my opinion antero-lateral decompression of the 
spinal cord in spinal tuberculosis is the greatest single 
advance in the surgical treatment of this disease in the 
past ten years.—I am, etc., 


Nyanza Province General Hospital, A. J. M. CATHRO. 
isumu, Kenya. 
REFERENCES 


1 Roaf, R., Kirkaldy-Willis, W. H., and Cathro, A. J. M., 
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? Seddon, H, J., Griffiths D. LI., and Roaf, R., Pott’s Paraplegia, 
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Sir,—Although Zululand is about equidistant from 
Kano with London, it probably has more medical 
problems in common with the Muslim city. Certainly 
Mr. D. R. Richard’s comments on the unexpectedly good 
results of untreated fractures (May 13, p. 1382) were of 
interest to us at this southern end of Africa. Like him, 
we have seldom come across the bad results or untreated 
fractures of the leg in the accumulated practice of 
sixteen years. And, like him, we have often wondered 
why there are so few of them. 

The answer lies not in the excellence of the indigenous 
medical men, for they, I’m afraid, are a sorry lot, but 
in the type of fracture sustained. Here, nearly every 
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fracture of the lower limb is a direct-violence break 
of the tibia or fibula, made with a skilled swing of the 
homely knobkerrie, leaving one or other bone intact 
as a splint. The twisted, mangled limb resulting from 
a motor-cycle accident is rare indeed here and was 
presumably so a few years ago in Nigeria. All that 
is necessary is to avoid weight-bearing until the leg is 
painless, and this is the usual home management of such 
fractures. 

Where displacement is originally marked, as in the 
common supracondylar fracture of the humerus 
sustained by small boys falling off donkeys or in 
shoulder dislocations seen in young babies who fall off 
the spangled bicycles of Africa, the deformities and 
disabilities of untreated injuries are considerable-—We 
are, etc., 


Charles Johnson Memorial Hospital 
Ngutu, Zululand. 


MARGARET BARKER. 
’ ANTHONY BARKER. 


Shortage of Nurses 

Sir,—The recent correspondence on this subject, 
culminating in an announcement (June 3, p. 1619) that 
one large hospital has had to close six wards for lack 
of student nurses, prompts me to make the following 
observations. 

There are many nurses, known to me here personally, 
who are desperately anxious to come to Britain for 
S.R.N. training, but, despite the fact that they are on 
the national nursing register as qualified nurses, they 
are unable to get accepted in British hospitals for 
training unless they are Government-sponsored. Some 
are even willing to take the financial risk of coming 
to Britain and “chance their arm” on gaining admission 
by interview, but for this they cannot obtain a passport. 
Acceptance by a named hospital is required. Obtaining 
Government sponsorship is no simple matter. Apart 
from much red tape in the shape of form-filling and 
obtaining financial security satisfactory to the Ghanaian 
Government, the method of selection bears some 
resemblance to that of our medical schools, according 
to the opinions of some recent contributors to the 
B.M.J.—i.e., it is incomprehensible. 

There must be good reasons for the stand taken by 
hospitals in the United Kingdom, but the paradox 
remains that, while hospital beds are closing for want of 
student nurses, the material is here in plenty—and no 
doubt in other underdeveloped countries too—but the 
majority of it is prevented from coming by this policy of 
accepting only Government-sponsored nurses.——I am, 
etc., 


Kwahu Hospital, 
Mpraeso, Ghana. 


D. H. BARHAM. 


Spontaneous Delivery of Central Placenta Praevia 

Sir,—The case reported by Dr. John Weeks (June 3, 
p. 1589) of spontaneous delivery of a central placenta 
praevia, in which the mother lived in spite of much 
haemorrhage, brings to my mind a similar case I saw 
in 1945. 

I lived in the township of Iganga at the time. My 
practice as a G.P. was in an area of about 20 miles 
radius with Iganga as the centre. Midwifery, normal 
and abnormal—domiciliary at that—was taken in the 
stride. As petrol was rationed, my clients brought cases 
to my station as far as was possible. At 11 p.m. of a 


dark, wet, and cold night I was asked to go to a place 
15 miles distant called Busembatia to see an Arab woman 
who was in labour since that morning, and bleeding. 


My suggestion to bring the case to my station was 
accepted by the husband ; and at 2 a.m. I was woken up 
to attend to her, as she had just arrived at the house of 
a relation. On arrival at the bedside of this patient, 
who was a 5-para, I found that she was not very ill. 
Bearing-down pains were present. On making an 
examination I was surprised to feel the whole placenta 
in a fully dilated cervix. The foetal head was closely 
applied to it. In the next 10 minutes both the placenta 
and the dead foetus were delivered. All I had to do 
was to give an injection of ergometrine, watch her for 
15 minutes, and return home. The next day the lady 
was so well as to be returned to her home; and she 
lived. 

Two lessons were learned from this case. One was 
Nature’s way of remedying a mistake she had made. 
Secondly, as long as labour is established in a case of 
placenta praevia and the head bears down on the 
placenta, no serious haemorrhage will take place. This 
lady stood antepartum haemorrhage for about 8 hours ; 
and, in addition, made the journey of 15 miles in a lorry 
on a rain-soaked road. In a paper read at a subsequent 
B.M.A. conference in Nairobi I mentioned this case.— 
I am, etc., 


Jinja, Uganda. P. S. SANADE. 


Second Ectopic Pregnancy 


Sir,—Dr. A. Fry reports three cases of bilateral 
ectopic pregnancy (July 8, p. 113) and gives his views 
on causation. When I read his accounts, it occurred 
to me to wonder whether at least one of these cases 
might not have been amenable to a more conservative 
form of surgery than salpingectomy. This observation 
would seem particularly relevant if his views on 
aetiology are to be accepted. I should like to record 
a case conservatively treated in 1949, 


Mrs. C. L. had been married four years and had no live 
children. She had been pregnant twice, the first terminating 
as an ectopic gestation one year after marriage, and the 
second, two years later, aborted spontaneously. The ectopic 
gestation had been treated by left salpingectomy. For the 
last twelve months menstruation had been completely 
irregular ; periods of amenorrhoea up to four months had 
been noted. The patient had a uterus that was fixed in 
retroversion, and insufflation of the Fallopian tubes, using 
a kymograph, failed to show any patency. Salpingogram 
showed } in. (6.4 mm.) of tube on the left, and on the right 
side filling was normal to a point 1 in. (2.5 cm.) beyond 
the uterine cornu. Beyond this, no shadow could be 
obtained. There was no terminal dilatation. Although the 
possibility of a successful salpingostomy seemed remote, 
the patient was very insistent that something should be 
attempted. 

At laparotomy, the left Fallopian tube was represented 
by a short stump } in. (12.7 mm.) long, sealed at the distal 
end. A strong band of adhesions ran from this tube back to 
the sigmoid colon. This was divided, and brought into 
view the right Fallopian tube, which contained a small dark 
swelling, 2 cm. long, in the ampullary part. It was thought 
that this was probably a tubal mole. It could not be milked 
towards the fimbrial end of the tube. Through a small 
incision along the superior aspect of the tube, the mole was 
shelled out, a bleeding point ligated, and the tube closed 
with fine catgut, avoiding the endosalpinx. A Géilliam’s 
ventrosuspension of the uterus was performed. Histological 
examination confirmed the presence of chorionic villi in 
the tissue removed. 

Two months later, tubal patency was confirmed by further 
insufflation. The patient has subsequently had three full- 
term pregnancies, which all resulted in the birth of live 
children. 
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There must be very few cases which lend themselves 
to this sort of conservatism. In four years in a com- 
munity where ectopic pregnancies are common, and 
bilateral ectopic pregnancies hardly a rarity, the writer 
has not found another suitable case. Nevertheless, there 
are a certain number of women wanting a child very 
badly, willing and understanding the inevitable risk, in 
whom such treatment seems reasonable. If we are to 
agree with Dr. Fry’s views on aetiology, perhaps the 
indications are not as infrequent as we sometimes 
believe.—I am, etc., 


Makerere College, 
Kampala, Uganda. 


RICHARD R. TRUSSELL. 


Concurrent Intrauterine and Ectopic Pregnancies 


Sir,—Dr. J. M. Ritchie’s letter (June 3, p. 1605) on 
bilateral ectopic pregnancy brings to mind what I con- 
sider a rather interesting case I had some years ago. 

A young woman of 34 consulted me for the delivery 
of her fourth baby. Her first three pregnancies were 
normal. When first seen she was 4-months pregnant, 
and had no complaint except that she had attacks of 
pain in the left iliac fossa, which at times forced her 
to lie down and take aspirin, phenacetin, and codeine 
for relief. She was tender in the left iliac fossa, and 
per vaginam her uterus was enlarged to 16-weeks 
pregnancy, and she was tender in the left fornix, but 
nothing of importance was detected. 

When she called at 20 weeks for her routine antenatal 
visit we detected a large quantity of albumin in her 
urine, and her B.P. had gone up to 185/110. She was 
admitted to hospital, but failed to respond, and it was 
decided to do a hysterotomy. At operation we were 
amazed to find, after having performed the hysterotomy, 
that she had a mass in the left tube about the size of 
a chicken’s egg, which when opened and eventually 


biopsied proved to be ectopic pregnancy. Had she con-— 


ceived this ectopic pregnancy at the same time as her 
normal intrauterine pregnancy, one would have 
expected it to have been much larger than a chicken’s 
egg. Would this be a case of superfecundation, or 
possibly superfoetation ?—I am, etc., 

Margate, Natal, South Africa. S. M. FEINBERG. 


Hypotensive Drugs in a Heat Wave 


Sir,—Drs. E. Montuschi and P. Pickens have drawn 
attention (July 15, p. 174) to the enhancement of 
hypotensive drugs during a heat wave. This does not 
seem very surprising, since people not suffering from any 
vascular lesion tend to have low blood pressures in hot 
weather. In the routine examination of patients 
suffering from various illnesses and injuries such blood- 
pressure readings as 90/70 are frequently met. 
Presumably this is due to dilatation of superficial vessels 
and is what one might expect. One can well imagine 
that patients on hypertensive drugs could exhibit 
alarming symptoms.—I am, etc., 


Norwich. B. E. JeErwoop. 


Pythagoras and the Beans 


Sir,—The actual teaching of Pythagoras on beans 
seems to have been as much a mystery to the classical 
writers as to Dr. A. J. C. Tingey (July 22, p. 246), and 
at least one author! claims that Pythagoras frequently 
ate beans. The most recent critical review is that of 
Arie,? who, though he concludes that there may have 
been a rational basis for the prohibition, has 
commented® that the answer is likely to be found in 


a study of the more ancient Mediterranean religions, 
for beans played a part in mystery cults in Rome, 
Greece, Egypt, and Persia, some of which preceded 
Pythagoras. 

The classical references will be found in Bayle* and 
Zeller.» For my part I am inclined to accept the view 
quoted by Aulus Gellius' as that of the musician 
Aristoxenus, a pupil of Aristotle and a student of the 
old literature, who lived only 250 years after Pythagoras, 
on whom he wrote a book. Aristoxenus wrote: 
“Pythagoras among vegetables especially recommended 
the bean, saying that it was both digestible and loosen- 
ing and therefore he frequently made use of it.” He 
continues by explaining that the sound of the word 
for beans is similar to that for “ to conceive,” and that 
Empedocles in his verses used the word for beans when 
he meant testicles ; Pythagoras continued this practice, 
and the vulgar did not understand the symbolical use 
of the word. The prohibition of beans should be 
regarded as a warning against venereal excess, entirely 
in keeping with Pythagoras’s general principles of 
temperance in all things——I am, etc., 

Central Middlesex Hospital, GEORGE DISCOMBE. 
London N.W.10. 
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Cyproheptadine 

Sirn,—You comment in “To-day’s Drugs” (July 1, 
p. 46) that cyproheptadine (“ periactin ””) is a new drug 
and imply that it has new therapeutic and biological 
properties in that it antagonizes serotonin as well as 
histamine. May we point out that promethazine 
(“ phenergan”’) has been used clinically since 1949 
(which was before the importance of serotonin in human 
metabolism was recognized) and is reported to have anti- 
serotonin as well as antihistamine properties.‘~* Other 
more recently introduced phenothiazine derivatives 
possess this dual property.—We are, etc., 


R. H. SEVILLE. 


North Lonsdale Hospital, A. K. Mciver. 


Barrow-in-Furness. 
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Mortality from Chloramphenicol 


Sir,—I was interested to read the letters of Dr. P. 
Rabindran and Dr. S. C. Sood (July 1, p. 52) on the 
subject of mortality from chloramphenicol. My experi- 
ence during four years of tropical practice included the 
treatment of typhoid, scrub typhus, meningitis, and acute 
urinary, gastro-intestinal, and respiratory infections with 
chloramphenicol. I experienced no complications with 
the drug, a finding in agreement with Dr. Rabindran. 

Dr. Sood’s observation suggesting that regular 
checking of the granulocyte count should be carried out 
as a means of detecting early cases of marrow aplasia 
is open to criticism. In typhoid and scrub typhus, which 
are the indications par excellence for chloramphenicol, 
the granulocytes are normally depressed and may fall 
further as the disease progresses. The reticulocyte count 








386 AUs. 5, 1961 


CORRESPONDENCE 





BritisH 
MEDICAL JOURNAL > 





would probably be a better guide to marrow aplasia. 
However, in using chloramphenicol I prefer to follow 
certain simple rules: (1) to stop the drug if any allergic 
manifestations develop ; (2) not to exceed a total dose of 
10 g. (except in typhoid) ; and (3) not to give a repeat 
course inside a year. 

I note Dr. Sood’s statement that chloramphenicol may 
cause methaemoglobinaemia. This would involve the 
change Fe++—>Fet+++. I should be interested to know 
the mechanism by which chloramphenicol brings about 
this change.—I am, etc., 


London W.3. 


Functional Efficiency of Circle of Willis 


Sir,—In reply to Dr. E. Stricker’s letter (July 8, p. 114) 
concerning my paper “Functional Efficiency of the 
Circle of Willis” (March 25, p. 858), I was at fault 
for not explaining why cerebral haemorrhages and 
infarcts were treated together. The reason was made 
clear in the full report from which the data were taken. 
This showed that haemorrhages and infarcts did not 
differ in respect of main cerebral artery calibre. The 
published results! show that there is no significant 
difference between cerebral haemorrhage and infarction 
in respect of the proportion of cases in which internal 
carotid artery stenosis is more severe on the side of the 
lesion. If anything, narrowing of an internal carotid 
artery enhances rather than prevents the chance of 
ipsilateral haemorrhage ; and the results cannot therefore 
be explained by Dr. Stricker’s suggestion. Our findings 
were unexpected ; but they suggested as strongly as a 
small study can that cerebral haemorrhage and infarction 
share a common background of cerebral ischaemia and 
hypertension. 

My reply to Dr. Robert Lowe’s criticisms (April 15, p. 
1109), to which Dr. Stricker refers, have been published 
elsewhere.’—I am, etc., 


Cleveland, Ohio. 


N. P. Burns. 


C. J. DICKINSON. 
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Occupational Health Services 


Sir,—I am writing as chairman of the working party 
of the Occupational Health Committee of the Associa- 
tion which drew up the recent report! on this subject, 
about which Mr. H. Beric Wright and Dr. Owen McGirr 
addressed you (July 22, p. 242). As your correspondents 
point out, the report raises issues of importance both 
to the profession and to the community, but I fear that 
Mr. Wright and Dr. McGirr have read into the report 
implications which I believe are not justified by its text. 

They refer to the Association coming out in favour of 
a nationalized service for industry. The report states 
(paragraph 15) “ that the State should assume statutory 
responsibility for directing the development of such 
services, and for exercising central supervision over 
them.” In paragraph 17 the Association’s view is that 
responsibility should be vested in a Government depart- 
ment which would lay down standards and undertake 
planning, with advice from a Central Council. These 
statements do not involve the setting up of a 
“ nationalized service.” Indeed, in paragraph 21 of the 
report it is stated, ‘‘ Provided that services satisfy .. . 
prescribed standards ... they should remain under 
the control (my italics) of the undertakings which 
established them.” This I submit, Sir, is not a 
“nationalized service” as it is generally understood. 


All that the Association wishes, as Mr. Wright and Dr. 
McGirr say, is that the onus is put squarely on to 
management to provide themselves with a service. In 
cases where managements are unable, by reason of small 
size, to do so, then grouping, as in Slough and Harlow, 
should be statutorily brought about. To this extent the 
service would be “imported from outside,” but once 
established satisfactorily it would remain under the 
control of the undertaking(s) concerned. 

Furthermore, in paragraph 30, the Association wishes 
to strengthen the independent position of the industrial 
medical officer, so that he may carry out his duties 
without fear or favour of management and workers, 
while still enjoying the complete confidence of both. 

I believe, Sir, that this misunderstanding should be 
cleared up as soon as possible, being of fundamental 
importance. With the remainder of your correspon- 
dents’ views on such matters as the grouping of factories, 
the provision of a hygiene laboratory service, and an 
increase in the establishment of the medical inspectorate, 
I feel that all concerned are in entire agreement.—I am, 
etc., 


London W.C.1. H. ALEXANDER. 
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Phaeochromocytoma 


Sir,—The report of my _ contribution to the 
Symposium on Hypertension at the B.M.A. Sheffield 
Clinical Meeting (July 29, p. 300) has misinterpreted one 
of my major theses: although vanilmandelic acid 
(V.M.A.) can be estimated, albeit semiquantitatively, by 
paper chromatography, a quantitative spectrophoto- 
metric technique is now available! which has brought 
the assay within the scope of the routine clinical labora- 
tory. It was the application of this method, and not of 
paper chromatography, which gave an upper limit of 
normal output of 6.2 mg./24 hours. 

There was one further inaccuracy. I spoke of 
neuroblastoma or ganglioneuroma associated with high 
catecholamine excretion and not of “ phaeochromo- 
cytoma associated with neuroblastoma or ganglio- 
neuroma.’—I am, etc., 


The Bernhard Baron Memorial 
Research Laboratories, 
Queen Charlotte’s Maternity Hospital, 
London W.6. 


MERTON SANDLER. 


REFERENCE 
' Sandler, M., and Ruthven, C. R. J., Biochem. J., 1961, 80, 78. 


Tuberculosis in Madras 


Sir,—May I draw your readers’ attention to a mis- 
statement in the report of the paper I gave at the Joint 
Edinburgh Conference on Tuberculosis (July 22, p. 
239)? Studies in the Tuberculosis Chemotherapy 
Centre, Madras, have shown that the relapse rate in the 
second year in patients with the “ open-negative ” 
syndrome at the end of a year’s chemotherapy (with the 
combination of isoniazid and P.A.S., or with isoniazid 
alone) does not appear to be modified by giving 
isoniazid alone for a second year when compared with 
giving a placebo. The value of the combination 
isoniazid plus P.A.S. in the second year as a means of 
preventing relapse has not been studied in the Madras 
Centre.—I am, etc., 

WALLACE Fox. 


Tuberculosis Research Unit, 
M.R.C. Laboratories, 
London N.W.3. 
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Contact Lenses 


Sir,—My attention has been drawn to Mr. C. M. 
Ruben’s letter (July 22, p. 246), and I shall be grateful 
if you will permit me to-reply. 

Any qualified contact-lens practitioner, be he medical 
man or ophthalmic optician, by virtue of his training 
knows of the dangers of over-wearing contact lenses, 
and has ability to recognize the signs that point to this 
immediately they appear. He gives his patient careful 
instructions, and sees him or her regularly following 
initial fitting. He is capable of taking whatever steps 
are necessary if signs of over-wearing become apparent, 
including the step of referring the patient to an 
ophthalmologist. 

It is true that in certain cases patients are eligible 
for contact lenses under the National Health Service, 
but these cases principally cover inability of spectacles 
to give satisfactory vision or pathological conditions 
that can be dealt with only by contact lenses. The 
young female introduced into this correspondence has, 
unfortunately, to be in one or other of these categories 
before she can receive contact lenses under the National 
Health Service at minimal cost.—I am, etc., 


W. GUMMER, 


London S.E.1. Secretary, The Contact Lens Society. 


Flood of Advertising 


Sir,—It is obvious that something must be done to 
stem the flood of medical advertising, in particular the 
endless plugging of products. A meeting of representa- 
tives of the medical profession and of the drug firms 
should take place urgently to discuss the problem. 


Failure by the drug firms to recognize that their over- . 


emphasized propaganda is an unending source of irrita- 
tion to the medical profession will only end in marked 
hostility by the doctors to the pharmaceutical industry. 
In the meantime, like others, my partner and I have been 
returning their circulars to the drug firms rather than 
throw them out. If more people do likewise this may 
force some co-operation from the drug industry.—I am, 
etc., 


East Kilbride, Lanarkshire. S. D. CoLEMAN. 


Congenital Dislocation of the Hip 


Sir,—Perhaps one of the uncovenanted advantages of 
Britain’s joining the Common Market may be that we 
will be “ shamed ” by our Italian colleagues into early 
diagnosis of C.D.H. 

Apparently, after dipping the baby’s head in chianti, 
they proceed to the other end, for the business of 
diagnosis of C.D.H. One looks forward to the day 
when Ortolani’s sign counts for more than Colonna’s 
operation.—I am, etc., 


Wembley. R. A. STRANG. 


POINTS FROM LETTERS 


Schizophrenia in General Hospitals 

Dr. RUSSELL BARTON (Colchester) writes to correct two 
errors in his letter (July 29, p. 307): The figure in line 11 
of his second paragraph should have been 30%, not 20% ; 
and the word “admission” in line 4 of his fifth paragraph 
should have read “ inclusion.” 


Obituary 








R. M. GORDON, O.B.E., M.D., Sc.D., F.R.C.P. 
D.P.H., D.T.M. 


Professor R. M. Gordon, emeritus professor of 
entomology and parasitology in the University of 
Liverpool and the Liverpool School of Tropical 
Medicine, died in hospital on July 26. He was 67 years 
of age. Professor Gordon’s work not only brought 
lustre to his own famous school, but also helped to over- 
come some of the worst hazards to healthy living in 
West Africa. 


Rupert Montgomery Gordon was born in Dublin on 
August 23, 1898, the son of Dr. S. T. Gordon. Educated 
at Strangeways School and Trinity College, Dublin, he 
graduated M.B., B.Ch. in 1916. Joining the R.A.M.C. in 
the same year, he served 
with the Army in Serbia, 
where a typhus epidemic was 
causing much morbidity and 
mortality. His interest was 
thus aroused in arthropod- 
conveyed disease, and on his 
release from the Forces in 
1919 he took the diploma 
course in tropical medicine 
at the Liverpool School of 
Tropical Medicine, an insti- 
tution with which his career 
was firmly to be linked for 
the rest of his life. After 
obtaining the D.T.M. and 
also the D.P.H. he proceeded 
M.D. in 1920. 

After spending two years as research assistant at the 
school’s laboratory at Manaos on the Amazon, he returned 
to Liverpool for another two years before being posted to 
the staff of the school’s other overseas laboratory in Sierra 
Leone. There he remained for 13 years, rising by 1930 
to the directorship of that laboratory and to the appoint- 
ment of professor of tropical diseases of Africa, University 
of Liverpool. In 1938 he was recalled to Liverpool to 
become professor of entomology: in 1941 the chair in 
parasitology was added to the chair he held, and this com- 
bined post, the Dutton and Walter Myers chair, he filled 
until his retirement in 1958. 

Gordon’s many solid contributions to scientific knowledge 
were carefully prepared after clear thought and painstakingly 
detailed work ; consistently they were of the highest standard. 
His research investigations ranged from the conveyance of 
virus, rickettsial, protozoal, and helminthic infections to a 
study of immunological problems in metazoan infections 
and the ecology of the vectors of disease of man and of 
animals. After careful investigations early in the second 
world war he made recommendations for the use of medi- 
cated soaps which on adoption did much to control the 
scabies infestations so prevalent under the conditions of 
life resultant on bomb damage and on air-raid-shelter 
existence. Latterly his attention had increasingly been 
concentrated on fundamental problems of filariasis and of 
trypanosomiasis ; to both of these he contributed work of 
the highest distinction. With one of his colleagues he had 
completed a textbook on medical entomology at the time 
of his death. 

Gordon’s opinion and advice were sought by outside 
bodies on many occasions. As a result he visited the Far 
East, the Sudan, and both East and West African territories 
in addition to attendance at many conferences in the 
temperate climates. The programme he devised and the 
organization he originated—still productively active—for 
the study of filariasis in West Africa is one of the more 
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recent of these labours which have enhanced his own 
reputation and that of science in this country. Throughout 
a professional life’s association with the Liverpool School 
of Tropical Medicine Gordon was active in the teaching 
of medical and of veterinary students. The former have 
been chiefly postgraduate, the latter undergraduate ; both 
will remember him as an exceptional teacher—one who not 
only clearly showed his enthusiasm for his subject but 
aroused their own in it ; he did so by the clarity and quality 
of his exposition illuminated by blackboard drawings he 
produced with artistry. 

Recognition of Gordon’s contribution to the subjects 
within his field is implicit in the award of the Chalmers 
Memorial Medal of the Royal Society of Tropical Medicine 
in 1937 and the bestowal of a Mary Kingsley Medal, its 
highest scientific honour, by the Liverpool School of 
Tropical Medicine on his retirement in 1958. The Royal 
Society of Tropical Medicine, after using his services on 
its council for many years, made him its president in 1955— 
one of a distinguished succession. In 1933 he was awarded 
the Sc.D. of his own university, and he was elected a Fellow 
of the Royal College of Physicians of London in 1941. 
In 1937 he was appointed O.B.E. for his services in West 
Africa. 

Gordon was a polished and highly cultured man of wide 
reading and with an appreciation of the humanities. Slightly 
built, but tough and wiry, he had enjoyed rowing, boxing, 
and squash in his younger days ; later, when he could do so, 
he equally enjoyed field sports such as shooting and fishing, 
but as a naturalist his attention to these was apt to be 
deviated by his interest in the natural life around him. 
A charming companion and a most loyal colleague, he felt 
in unusual degree his responsibility to his juniors, all of 
whom owed him much, and three of whom, significantly, 
now occupy their own professorial chairs. 

Professor Gordon is survived by his widow, herself a 
doctor, and his two young sons.—A. R. D. A. 


Sir PHiLip MANSON-BAHR writes: Rupert Gordon, as his 
friends readily appreciated, exerted a considerable influence 
en the teaching and progress of tropical medicine in this 
country. With his native accent and tradition, his fine 
bearing and personality, he forged a friendly and helpful 
link between the two principal schools of tropical medicine 
in London and in Liverpool. He was everywhere recognized 
as a clear and forceful teacher of his subject and as one 
who was devoted to the progress and well-being of his 
school. His researches were extensive and important and 
maintained throughout a high standard. He will be especially 
remembered for his very considerable and fundamental 
con:ributions on the ecology of filariasis in West Africa, the 
epidemiology of malaria, and, in fact, the whole field of 
parasitology, and sympathy should be paid to his talented 
wife, who so splendidly supported him in his career, and to 
his two fine sons. 


H. H. CARLETON, D.M., F.R.C.P. 


Dr. H. H. Carleton, honorary consulting physician to 
the United Bristol Hospitals, died on July 17 at the age 
of 89. 


Hugh Hadfield Carleton was born at Warrington on 
February 28, 1881, the son of the Rev. E. C. E. Carleton. 
Educated at Rossall School and Keble College, Oxford, he 
took first-class honours in the Natural Sciences School. 
Continuing his medical training at St. Thomas’s Hospital, 
he graduated B.M., B.Ch. in 1907, proceeded M.D. in 1914, 
and took the M.R.C.P. in 1919. 

After graduation he held the post of house-surgeon at 
St. Thomas’s Hospital. During the first world war he saw 
service in France in the R.A.M.C., and after the war he 
became medical superintendent of the Queen Alexandra 
Sanatorium, Davos Platz. On returning to Britain he settled 
in Bristol, and for some time devoted his attention 
particularly to tuberculosis and artificial-pneumothorax 


therapy, on which subject he published a paper in this 
journal in 1913. He became honorary physician to the 
Bristol General Hospital and later also to the Bristol Eye 
Hospital, being elected to the Fellowship of the Royal 
College of Physicians in 1935. 

He developed an extensive consulting practice, turning 
himself more and more to the neurological side of medicine 
as the years passed, retiring from his hospital staffs in 1946. 
A sympathetic and approachable man, he was much liked 
by his students, who enjoyed his teaching at ward rounds 
and lectures. He read many papers at clinical meetings 
and took a valuable and informative part in clinical 
discussions, 

Carleton was a cultured man, ready to hold forth on 
almost any subject, and a provocative but entertaining 
conversationalist, with a sharp sense of humour and a 
kindly temperament. He worked hard, using his leisure 
time in gardening and becoming an expert at wood carving. 

He and his wife, who died some years ago, enjoyed a 
happy family life, and were most agreeable hosts to students 
and colleagues. We mourn a most interesting and likable 
personality, and our sympathies are extended to his son and 
daughter.—J. A. B. 


J. J. KEMPTON, M.B.E., M.D., F.R.C.P. 


The death of Dr. J. Kempton, consultant paediatrician to 
the Reading Group of Hospitals, as a result of a tragic 
ocean-yachting disaster in the Bay of Biscay on July 12 
has come as a shock to his colleagues and many friends 
in Britain and abroad. He was 52 years of age. 


Jack Kempton, the son of a schoolmaster, was born in 
Wales on December 31, 1908. He studied medicine at the 
University of Bristol, graduating M.B., Ch.B. in 1932. After 
preliminary house appointments at the Bristol Royal 
Infirmary he decided to go into general practice, and, after 
gaining experience as a locumtenent, settled in Wokingham, 
where he very quickly worked up a large practice. At the 
outbreak of the second world war he joined the R.A.M.C., 
serving in England and the Middle East, and was eventually 
posted to Malta, where he was the medical officer in charge 
of air-field casualties, being there during the island’s heavy 
bombardment. It was for his outstanding work and devotion 
to duty in this capacity that he was appointed M.B_E. in 
1943. He was finally released from the Army in 1945 with 
the rank of major. 

On returning to civilian life he decided to set out on a 
consultant career in medicine and paediatrics, and it was to 
his great credit, and typical of his pertinacity, that he had no 
difficulty in obtaining the D.C.H., M.D., and M.R.C.P. in 
1946-7—this while doing out-patient sessions at Paddington 
Green and Great Ormond Street Hospitals, where he was 
out-patient medical registrar. He was then appointed, first, a 
registrar, and then, in 1948, consultant in paediatrics to the 
Reading group of hospitals. He was elected F.R.C.P. in 
1958. 


F.E.W. writes: Jack Kempton will be remembered for 
his prodigious industry, and genuine enthusiasm and zeal for 
his specialty. In addition to his Reading appointment he 
was carrying out regular visits to Taplow Hospital and 
attending out-patient sessions at Paddington Green and 
Great Ormond Street Hospitals. 

Absorbed as he was by paediatrics, being, in 1955, secre- 
tary of that section of the Royal Society of Medicine, it 
was perhaps the premature baby that interested him most 
as a Clinician. He built up a fine premature-baby unit, of 
which he was particularly and deservedly proud, the annual 
statistics being as. good as any in the country. He was an 
honest and forthright man, saying exactly what he thought 
in professional and administrative matters and in the many 
papers and articles he had published in this and other 
journals. As his duties widened, he covered an ever- 
increasing annual mileage in cars getting increasingly larger 
and faster, rather to the concern of those of his colleagues 








~*~ ws 8S Fw Ree Om lhe ee le 


erVv*o ses @2aywDh fon -- io it... a a ee ee 


"af. 








Aua. 5, 1961 


OBITUARY 


389 


BritIsH 
MEDICAL JOURNAL 





familiar with his long figure and knowing his disinclination 
to admit to some short-sightedness. He finally had the last 
word, relaxing back behind the steering wheel of an even 
faster and brighter red sports car, wearing contact lenses. 

He managed, like all busy men, to find time for his other 
interests, being an inveterate reader, keen gardener, and 
enthusiastic visitor to all new picture galleries. His holidays 
were spent doing the thing he loved most—sailing—and it 
is sad to think that his hobby should have been the cause 
of his untimely death, which comes as a personal loss to all 
his hospital colleagues and many friends throughout the area 
which he served. 

The sympathy of all who knew him goes out to his wife 
and two children and to his mother. 


E. SCOTT WHITE, B.Sc., M.R.C.S., L.R.C.P. 


Dr. Edward Scott White died in Bath, the city of his 
birth, on June 20, at the age of 72. 


Edward Scott White was born on May 14, 1889, and 
having graduated B.Sc., with first-class honours, at the 
University of Bristol, he qualified in medicine in 1915. 
Joining the R.A.M.C. shortly afterwards, he served as a 
captain until the end of the war. On his return to Bath 
he soon built up a large and prosperous general practice. 
A first-class doctor, he took great pride in the affection and 
loyalty of his many patients. In the early ‘twenties he gave 
enthusiastic support to the new private hospital now known 
as the Forbes Fraser Hospital. Such a general-practitioner 
hospital was unique, and Scott White had the satisfaction 
of seeing it become famous throughout the West Country. 

Scott White had the facility of quick thinking, which, 
added to his tireless energy, enabled him to carry on a large 
practice while enjoying a wide variety of social activities. 
For twenty-five years he was secretary and treasurer to the 
Bath Division of the B.M.A. and kept the standard of 
meetings at a very high level, and succeeding chairmen 
paid annual tribute to him. During the Annual Meeting of 
the B.M.A. held ir Bath in 1925 he acted as transport 
officer, and his successful organization of traffic arrange- 
ments served as a model for subsequent meetings. During 
and after the second world war he was honorary secretary 
of the Bath Local Medical War Committee. 

His other medical enthusiasm was the Bath Clinical 
Society, to which he was elected as a young man when the 
Society was restricted to twenty members. He served the 
society for many years as honorary treasurer, and having 
held the office of president was elected an honorary vice- 
president. He served on the pre-war panel committee and 
subsequently as a member of the local medical committee. 
He was vice-chairman of the Bath Executive Council until 
a year before his death. 

He was never known to make a speech lasting longer 
than five minutes, but his influence on medical affairs in 
Bath was none the less effective. His public appointments 
included that of factory doctor and of Admiralty surgeon and 
agent. -He was a founder member of the Rotary Club of 
Bath. 

After forty years in active practice Scott White will be 
sadly missed by all ranks of the profession in Bath and 
district, and by his many patients and friends. He is 
survived by his widow, two sons, one of whom now carries 
on the practice, and a daughter, who isa veterinary 
surgeon. 


G. B. RICHARDSON, F.R.C.S. 


Mr. G. B. Richardson, who practised for many years 
in Penzance, died in the West~Cornwall Hospital on 
June 29 after a short illness. He was 72 years of age. 


Geoffrey Bower Richardson was born in London on 
March 28, 1889, and was educated at King William College, 
Isle of Man, and at St. Bartholomew’s Hospital, where he 
won the Jeafferson exhibition and the Foster prize. Before 


qualifying in 1914 he served as a volunteer with the Greeks 
in the Balkan War of 1912-13. These services were recog- 
nized by the award of the Order of the Redeemer by the 
Greek Government. Returning to London he completed 
his medical course and was soon again in uniform with the 
R.A.M.C., serving in Gallipoli, France, and Italy. He 
returned to Bart’s after the war, holding the resident posts 
of senior house-physician and house-surgeon. In 1921 he 
took the F.R.C.S., having previously gained a first-class 
certificate as prosector in anatomy at the College. There 
followed a period of intensive surgical work as resident 
surgical officer at Ancoats Hospital, Manchester. 

At this time it was still possible to combine general 
practice and surgery, and this work attracted him. He 
settled in Cornwall, first in Newquay and later in Penzance. 
It was during his thirty-five years at Penzance that his main 
work was done. In addition to being surgeon to the West 
Cornwall Hospital he was Admiralty agent and medical 
referee under the Workmen’s Compensation Acts. Although 
he did not agree with many of the changes in the hospitals 
brought about by the advent of the Health Service he con- 
tinued to work loyally with his new colleagues until his 
retirement in 1958, 


A number of Mr. Richardson’s colleagues have con- 
tributed this appreciation : “ G.B.,” as he was known to his 
wide circle of friends, was greatly loved by his patients. 
They knew that his direct and forthright manner hid a deep 
understanding and that when help was really needed he 
was unsparing in his efforts. He was a complete physician 
who undertook the care of his patient at home and was 
prepared to back his diagnosis skilfully at his operating 
table. It is to be regretted that the increasing tempo of 
modern life makes this type of skilful family doctor an 
impossibility. 

His hobbies confirmed his orderly mind and his skilful 
hands. He excelled as a cabinet maker, model maker, and 
clock maker. Music was a great joy to him, and he was 
always happy when playing his piano. For many years he 
had been the treasurer of the West Penwith Medical Society, 


‘and the members will treasure a rostrum which he made 


for the Society. On his retirement he had plans for 
increasing his model work, but a failure of his eyesight 
robbed him of these anticipated joys. 

The large gathering of practitioners, patients, and friends 
at a memorial service in Gulval Church was an indication 
of the respect and affection in which he was held. Much 
sympathy is felt for his widow and his daughter in this time 
of deep personal loss. 


Mr. W. J. BISHOP 


Mr. W. J. Bishop, the well-known medical librarian and 
bibliographer, died suddenly on July 27, at the age of 57. 


William John Bishop began his work as a librarian in 
the London Library. Later he became assistant librarian 
of the Royal College of Physicians, sub-librarian of the 
Royal Society of Medicine, and, in 1946, librarian of the 
Wellcome Historical Medical library, which was publicly 
opened in 1949. He retired from that post in 1953, devoting 
himself thereafter to medical bibliography and history, 
though he remained consultant librarian to the Royal 
College of Obstetricians and Gynaecologists. He had been 
editor of the journal Medical History from its founding in 
1957. His book The Early History of Surgery was 
published last year. 


Mr. W. R. LEFANu writes: William Bishop carried his 
encyclopaedic knowledge with an air of self-depreciation. 
This outward manner was deceptive, for he had great 
determination and a missionary fervour for the spread of 
learning. No “auxiliary” of the profession, save probably 
the late Sir John MacAlister, former secretary of the Royal 
Society of Medicine and editor of its Proceedings, has enjoyed 
a wider friendship among medical men, and he was held in 
the warmest affection by his librarian colleagues. His 
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unfailing loyalty and courage kept him from ever criticizing 
or complaining, even against the blows of fortune, such as 
the total loss of his home in an air-raid. Like many learned 
men he always had time for other people’s affairs, yet some- 
how imparted knowledge and enthusiasm while seeming to 
talk of trivial things. His was the moving spirit which 
brought into being the now flourishing Medical Section of 
the Library Association, and one of his last appearances 
was at its annual dinner earlier this summer, when he 
proposed the health of Sir Zachary Cope in a witty and 
heartfelt speech. Though his manner in private was almost 
deferential, he could speak cogently in public and would 
denounce to a medical audience the ignorance of doctors 
who do not know the literature of their profession. His 
heroes were the learned physicians of his youth, Sir 
Humphry Rolleston and Dr. Arnold Chaplin, and he was a 
fervent admirer of the late John Fulton, of Yale. Fulton 
repaid the compliment in one of his papers, when he 
coupled Bishop’s name with that of Charles Singer as the 
prime fosterers of medico-historical studies in England. 


Mr. C. W. FRANCIS 


Mr. C. W. Francis, Advertisement Manager since 
1937 of the British Medical Journal and its associated 
publications, died at the age of 68 on July 24 after an 
operation in Wembley Hospital. He had been in poor 
health for some weeks before this. 


Between 1934 and 1937 the Journal Committee of that 
time undertook an investigation of the methods of producing 
and publishing the Journal, and one of the consequences 
of this was the appointment of Mr. Francis as Advertise- 
ment Manager. He had previously worked on The 
Guardian, a Church of England weekly which has now 
ceased publication. In 1937 the circulation of the Journal 
was about one-third of what it is now, and associated with 
it were only two special journals. Mr. Francis’s period of 
office coincided with a steady growth of the circulation of 
the Journal and an increase in the number of special 
periodicals from 2 to 15. All this, of course, threw 
additional work on Mr. Francis and his department, but he 
never failed to meet the additional responsibility thus 
incurred. He organized a highly efficient department which 
under his direction for the past 24 years has with him played 
an indispensable part in keeping readers informed through 
the advertisement columns of available drugs, of professional 
equipment, and of openings for doctors. Mr. Francis 
acquired quite a remarkable knowledge of the pharma- 
ceutical industry and was well known to many of its leaders, 
as he was to those in charge of the big advertising agencies. 
When war broke out in 1939 his advice and expert know- 
ledge in his own field of work enabled the Journal to meet 
the difficult position it found itself in because of the strict 
rationing of paper. He wasted few words in speech or on 
paper, but knew down to the last detail every side of the 
work of his department. He had a remarkably shrewd 
business mind. For some years he was a member of the 
Advertisement Investigation Committee of the Advertising 
Association and took a great interest in the development 
of its work. 

On the outbreak of the first world war Mr. Francis joined 
up in the City of London Regiment. Later he served in 
France in the Machine Gun Corps and was promoted to 
the rank of major while still in his early twenties. Mr. 
Francis leaves a widow and four sons. A fifth son was 
killed during the second world war. To Mrs. Francis and 
her family we would wish to extend our heartfelt sympathy. 





““When, wherever you live in the world, you can have 
children only when you wish, that will be a revolution with 
more far-reaching effects upon the pattern of human culture 
than the discovery of atomic energy.” (Sir RUSSELL BRAIN, 
address to annual general meeting, Family Planning 
Association, June 2.) 


Medico-Legal 








INFAMOUS CONDUCT IN A PROFESSIONAL 
RESPECT 


WHAT CONSTITUTES “IMPROPER ASSOCIATION ” 
[FROM OUR LEGAL CORRESPONDENT] 


The judgment of the Privy Council dismissing the appeal 
of Dr. James Albert de Gregory (the argument of which 
was reported in last week’s Journal, p. 317) makes two 
matters of law very clear to medical practitioners. First, 
that improper association with a patient may consist in 
conduct far less grave than adultery, and indeed may exist 
without any physical contact at all ; secondly, that it may be 
a breach of professional standards of conduct to enter upon 
an improper association with the wife of a patient even 
though she herself is not a patient of the offending 
practitioner. 

Dr. de Gregory’s name had been erased from the Register 
after a finding of guilt by the Disciplinary Committee of 
the G.M.C. on a charge that after he had entered into a 
professional relationship with a Mr. and Mrs. Round and 
their family of three children he improperly associated with 
Mrs. Round and from a date in July, 1959, frequently 
committed adultery with her. On December 9, 1958, Mrs. 
Round had taken herself off Dr. de Gregory’s list of 
patients: although Dr. de Gregory and Mrs. Round (now 
married to Dr. de Gregory) had undoubtedly committed 
adultery after that date, there was no evidence that they 
had done so before that date. Of the period before 
December 9, 1958, the Privy Council held that the 
Disciplinary Committee were entitled on the evidence to 
find that an improper association existed between Dr. de 
Gregory and Mrs. Round even before she took her name 
off his list of patients, although they had not then com- 
mitted adultery. The Disciplinary Committee, the Privy 
Council held, had rightly insisted on a higher standard 
than the Divorce Court. 


Must be Above Suspicion 


Counsel for Dr. de Gregory had submitted that there 
was no real reason for saying that any improper association 
existed between Dr. de Gregory and Mrs. Round before 
May or June, 1959. Their Lordships could not accept that 
view. In giving their judgment, Lord Denning said: 


“It depends, of course, what is meant by ‘improper associa- 
tion.’ The Divorce Court acts only on proof of adultery. Undue 
familiarities are not enough in that Court to warrant a decree. 
But the Disciplinary Committee of the General Medical Council 
rightly insists on a higher standard. A doctor gains entry to the 
home in the trust that he will take care of the physical and 
mental health of the family. He must not abuse his professional 
position so as, by act or word, to impair in the least the con- 
fidence and security which should subsist between husband and 
wife. His association with the wife becomes improper when by 
look, touch, or gesture he shows undue affection for her, when 
he seeks opportunities of meeting her alone, or does anything 
else to show that he thinks more of her than he should. Even 
if she sets her cap at him, he must in no way respond or 
encourage her. If she seeks opportunities of meeting him, which 
are not necessary for professional reasons, he must be on his 
guard. He must shun any association with her altogether, rather 
than let it become improper. He must be above suspicion. 

“It was suggested,’”’ Lord Denning continued, “ that a doctor, 
who started as the family doctor, might be in a different position 
when he became a family friend. His conduct on social occasions 
was to be regarded differently from his conduct on professional 
occasions. There must, it was said, be cogent evidence to show 
that he abused his professional position. It was not enough to 


show that he abused his social friendship. This looks very like 
a suggestion that he might do in the drawing-room that which 
he might not do in the surgery. No such distinction can be 
permitted. A medical man who gains the entry into the family 
confidence by virtue of his professional position must maintain 
the same high standard when he becomes the family friend.” 
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Abuse of Professional Relationship 


Such being the standard required of a doctor, their Lord- 
ships thought that the Disciplinary Committee might well 
have thought an improper association existed between Dr. 
de Gregory and Mrs. Round before she took her name off 
his list. But as the findings of the Disciplinary Committee 
did not specify the date when the improper associations 
started, their Lordships approached the case on the footing 
that it only started after December, 1958, when Mrs. Round 
took her name off Dr. de Gregory’s list. In their view 
this did not excuse him. “ He gained his access to the home 
in the first place by virtue of his professional position. After- 
wards, although the wife ceased to be on his list, he still had 
access to the home so as to attend Mr. Round and the 
children, if called upon. It was an abuse of his professional 
relationship with the husband and father for him to enter 
upon an improper association with the wife and mother of 
the family. It was infamous conduct in a professional 
respect, even though she herself had ceased to be his 
patient.” 

Despite the very high testimonials submitted as to Dr. 
de Gregory’s character and reputation, the Privy Council 
did not consider erasure too heavy a sentence. There was 
ample evidence on which the Disciplinary Committee could 
find that he was guilty of infamous conduct in a professional 
respect. 





Medical Notes in Parliament 








DOCTORS’ PAY: REVIEW TRIBUNAL 


On July 27 Mr. L. A. Pavitt (Willesden, West, Lab.) 
asked the Prime Minister when he expected to announce 
the names of the review body recommended by the Pilking- 
ton Commission to advise on doctors’ remuneration ; and 
if he would make a statement. Mr. H. MACMILLAN replied 
that it might be some little time before he could announce 
the composition #f this body. 


Mr. Pavitt said the Pilkington Commission had reported’ 


over a year and a half ago and the Government had 
accepted its report over a year ago. Further, when the 
Government had had a head-on collision with the medical 
profession in 1956 and the Prime Minister had had to inter- 
vene, it had been caused by similar dilatory action after 
the result of the Danckwerts award in 1951. Would he 
ensure that quick action was taken to avoid a similar 
position arising? Mr. MACMILLAN said he hoped they 
would be able to make progress. The Pilkington Commis- 
sion envisaged that the review body would go into action 
at relatively infrequent intervals, three years being mentioned 
as a minimum. 

Dame IRENE WARD (Tynemouth, Con.) asked that, while 
the Prime Minister was considering the matter, he should 
bear in mind that people supplementary to the medical 
profession were also in a difficult position, and that all the 
Government’s attention should not be paid merely to the 
medical profession but to all those who served the interests 
of the National Health Service. Could he say something 
about seeing that their position was also looked at 
independently by a review committee? Mr. MACMILLAN: 
“Yes, but this question arises from the Pilkington Commis- 
sion. I should like to make further inquiry before dealing 
with a wider matter.” 

Salaries Freeze in Public Sector 

Mr. H. GalTsKELL asked the Prime Minister to say 
whether doctors’ remuneration was or was not affected by 
the wages’ and salaries’ freeze in the public sector which 
had been announced. If not, what was the reason for 
drawing a distinction between doctors and teachers? Mr. 
MACMILLAN: “ It is because it was envisaged that the review 
body would not go into action again except at infrequent 
intervals, three years being the minimum.” 

Mr. GAITSKELL asked if they were to understand that 
distinctions were to be drawn between different professions 


in this way according to what was more or less an historical 
accident. Would he at least consider appointing a Commis- 
sion to look into the question of teachers’ remuneration 
so that satisfactory recruitment could be obtained? Mr. 
MACMILLAN said that that was a rather different question. 
He had been asked what action the Government was taking 
under the Pilkington recommendations. He was sorry that 
they had not succeeded in gettimg agreement on the body, 
but he had pointed out that, as it was not expected to go 
into action again for a considerable period, they should be 
able to complete the body in good time. 


OCCUPATIONAL HEALTH SERVICES 
[FROM OUR PARLIAMENTARY CORRESPONDENT] 


Lord TAYLor elicited the information on July 26 that at 
the end of March, 1960, the Industrial Injuries Fund had 
a balance of nearly £238m. Payments had been made under 
Section 73 of the Industrial Injuries Act, 1946, towards six 
projects for research into industrial injury, amounting to 
£3,910. He suggested that the section should be widened 
so that grants could be made, up to 1% of the total, towards 
starting industrial health services. The Eart oF DUNDEE, 
Minister without Portfolio, said that the Minister of 
Pensions and National Insurance had told Lord Taylor that 
he could hold out no hope of using the Fund on a large 
scale for research, but would do his best under section 73 
to consider any projects that came within its scope—that 
was, research into injuries and disease that were insured 
against. Lord Dundee added that he would convey to the 
Minister Lord Taylor’s suggestion. Lord TayLor explained 
that this was not strictly research. It was the initiation of 
industrial health services for which small sums only were 
needed but which the Government had no present means of 
granting. As a result, such services had to rely on the 
generosity of the Nuffield Foundation, which had given 
£250,000 to do this, but it was not going to prove enough. 


Rochdale and Dundee Projects 


In the Commons on July 24 Mr. Davip James (Brighton, 
Kemp Town, Con.) asked the Minister of Labour what 
progress had been made towards the development of further 
group industrial health services with the assistance of the 
Nuffield Foundation grant announced by his predecessor last 
year. Mr. J. Hare stated that, in consultation with the 
Nuffield Foundation, it had been decided to select two 
towns in older industrial areas where the prospects of 
establishing group industrial health services seemed favour- 
able. After a careful survey of potentially suitable centres, 
discussions were undertaken in Rochdale and Dundee by 
representatives of the Nuffield Foundation and of the Minis- 
try with representative groups of local industrialists to 
ascertain whether sufficient support for a scheme would be 
assured. At Rochdale a number of the employers consulted 
had decided in principle to take action to bring a group 
industrial health scheme into being there, and had formed a 
promotional committee to design a scheme suited to local 
circumstances. At Dundee, where discussions were initiated 
more recently, the possibility of launching a scheme was still 
being explored, but the prospects appeared to be promising. 





Universities and Colleges 








UNIVERSITY OF GLASGOW 
On July 12 the degree of M.D. was awarded in absentia by 
diploma and with commendation to A. Lindsay, of Winnipeg. 
UNIVERSITY OF ABERDEEN 
At a Graduation Ceremony on July 7 the honorary degree of 
LL.D. was conferred on George Swapp, D.C.M., M.M., M.B., 
Ch.B. 
The following degrees and diplomas were also conferred : 
M.D.—'A. L. Stalker. ‘J. H. Wyllie, 9P. W. Bothwell, W. N. Dunnet. 


D.Sc.—K. B. Fraser, M D. 
M.B., Cxa.B.—' Anne (née MacPhee), *D. Stenhouse, 2D. W. 


Chew 
Proctor, 2A. Bruce, *Anne C. S. Phillips, 7Margaret R. Anderson, *Valerie 
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A. Briggs, Ove Bang, Bryanne E. W. Barnett, E. J. Barron, R. J. Benzie, 
Sheila J. C. Brands, A. N. Brown, J. B. C. Burnett, Moh-Koon Chew, 
G. M. Cheyne, J. L. Christie, Audrey Clarke, Cooper, Hazel 
oo. C. J. Cox, N. Edward, Myrna G. Gentles, Christine P. Hobson, 
B. Houston, Carol H. A. Inalsingh, A. C. 2, J. R. Jappy, D. I. 
Kale, J. M. Leegaard, G. McA. Lees, C. S. A. Ww. Levitt, M. W. 
Maclean, Helen S. MacRae, C. R. Madeley, Alison M. Morren, W. Mowat, 
J. A. Oshikanlu, A. T. Parkinson, M. Ramanathan, Cecilia H. Shaw, 
R. S. G. Shepherd, Sheila A. Silver, Catriona F. G. Smith (née MacRae), 
G. L. Smith, I. Smith, Eleanor M. Steiner (née Murray), G. W. Stephen, 
A. M. Suttie, Phiroza Tavadia, G. Waldon, B. Webster, E. A. Williamson, 
R. G. Wilson, C. McQ. Wiseman, A. M. Yousof. 
DIPLOMA IN PuBLIC HeaLTH.—Patricia M. Cumming, G. L. Grant, S. 
MacD. Mackenzie. 
1With honours. 
The following prizes and medals were awarded during the 
session 1960-1: Anderson Gold Medal and Prize in Clinical 
Medicine and MacQuibban Prize in Medicine, N. Edward. 
Alexander Smith Cardno Prize in Anatomy, J. G. Simpson. 
Chanock Gold Medal in Anatomy, Durno Prize in Anatomy, Fife 
Jamieson Gold Medal in Anatomy, and Lizars Gold Medal in 
Anatomy, M.L. Diament. Dyce Davidson Memorial Gold Medal 
in Materia Medica, Evelyn O. Stewart. Matthews Duncan Gold 
Medal in Obstetrics, M. W. Maclean. Fulton Essay Prize in 
Neurology (1960), Valerie A. Briggs. Keith Gold Medal in 
Surgery, Lyon Prize and Murray Medal and Scholarship, both 
for the most distinguished graduate in medicine of session 1960-1, 
and MacQuibban Prize in Surgery, Mrs. Anne Chew. Oxgston 
Prize in Surgery and Russell Gold Medal in Pathology and 
Bacteriology, N. B. Bennett. Shepherd Memorial Gold Medal 
in Surgery, W. B. Houston. Silberg Prize in Anatomy, 
D. Donald. Davidson Smith Prize in Diseases of Children, 
D. W. Proctor. John A. Watt Prize in Preventive Medicine, 
R. S. Chapman. Thursfield Award (1960), Malcolm MacLeod, 
M.D., F.R.C.P.Ed., and H. G. Smylie, M.D. (equal). 


2With commendation. 


UNIVERSITY OF EDINBURGH 


Dr. W. I. Card, Reader in the Department of Medicine, has been 
admitted to membership of the Faculty of Medicine for two 
years from October 1, 1961. 

The following have been admitted to the status of Reader in the 
Faculty of Medicine from October 1, 1961: Mr. Eric Samuel, 
Honorary Senior Lecturer in Radiodiagnosis (status of Honorary 
Reader), Dr. H. M. Adam, Senior Lecturer in Pharmacology, 
and Dr. J. S. Robson, Senior Lecturer in Therapeutics. 

The following appointments are announced: Dr. J. DL. Brown, 
Dr. D. Doyle, Dr. J. B. Garston, Dr. A. H. Watson, and Dr. 
J. M. Watts, Demonstrators in Anatomy; Dr. P. P. Brown, 
Lecturer in Bacteriology; Dr. S. K. Niyogi, temporary Assistant 
in the Department of Forensic Medicine; and Dr. M. F. Oliver, 
part-time Senior Lecturer in the Department of Medicine. 

Mr. J. H. S. Scott is to resign his appointment as Senior 
Lecturer in the Department of Orthopaedic Surgery, and J. F. 
Lamb, Ph.D., M.B., Ch.B., B.Sc., from his appointment of 
Lecturer in the Department of Veterinary Physiology, both 
resignations to take effect from September 30, 1961. 

At a Graduation Ceremonial on July 19 the following degrees 
and diplomas were conferred : 


M.D.—’G. P. T. Barclay, J. Chalmers, Josephine A. Davidson (née 
Cartwright), *T. T S. Ingram (awarded Gold Medal for thesis), !R. 
Kilpatrick, I. B. D. Middlemass, 7G. F. Murnaghan, ?7R. W. B. Penman, 
47H. T. Swan, J. T. Wright. 

Cu.M.—*Sir James D. Fraser. 

M.D.S.—T. R. Murphy, M.Sc., L.R.C.P.&S.Ed., L.D.S. R.C.S, 

Pu.D.—In the Faculty of Medicine: Pamela M. Burton, B.Sc., A. C. 
Field, M.V.Sc., G. B. Hopkin, H.D.D., D.D.O., Bruce Mackay, M.B., 
Ch.B., *Laila M. Osman, M.B., B.Ch., J D. Simpson, B.Sc., Margaret S. 
Wright, M.A. 

M.B., Cu.B.—A. J. Akhtar, A. Andrew, R. P. Attisha, K. J. H. Aubrey, 
J. A. Baird, J. A. Barrowman, K. G. Beales, A. M. Blain, Delphine C. 
Bowen, C. E. S. Burnett, R. R. Burnett, R. C. St. C. Burnett, D. N. M. 
Burns, R. A. P. Burt, V. W. Burton, Sheila G. Campbell, J. D. Cash, 
A. D. Chalmers, Mary Cheetham, J. A. Clarke, Isobel McK. Cochrane, 
Margaret J. D. Copeland, R. W. MacL. Corner, Patricia S. Crosby, J. G, 
Cruickshank, D. G. D. Davidson, Gillian H. Davies, J. M. Davis, B. Dean, 
M. McL. Dewar, W. B Dobson, G. W. K. Donaldson, D. Doyle, H. C. 
Drysdale, Margaret E. Duncan, K P. Durkin, M. G. Elder, Maureen M. 
Eunson, A. Y Ewing, Margaret F. Fenton, L. D. Finch, N. G. Flanagan, 
Rosemary H. Fraser, Evelyn R. Gerow, I. A. McL. Gibb, H. J. Gold, 
C. MacL, Graham, I. R. Grant, R. H. Gray, W. Gray, J. Gunstensen, 
Kathleen M. Henderson, L. Henry, S. N. Heywood, J. S. C. Hill, R. A. Hill, 
A. S. Hodgson, Judith H. Hodgson, I. Holmes, J. G. Hope, A. R. Jackson, 
Maureen Johnson, Sylvia Jones, Gwendolen M. Joy, D. G. Kerr, G. D. 
Kerr. E. J. Kilmurray, H. M. J. Kindness, D. P. Knobel, T. F. Lambert, 


D. MacG. Lawrie, A. A. H. Lawson, R. A. M. Lawson, Barbara M. 
Leemin, R. I. Legee, D. H. E. Lewis, E. Li. Lloyd. J. A. Lunn, A. 
Macarthur, Rachel D. M. McCulloch, Anne M. MacDermid, J. R. 


McDonald, N. J. Macdonald, R. C. McGill, D. McIntyre, J. F. Mackay, 
T. F. P. Mackintosh, Elizabeth M. Macleod, J. McLeod, E. McPhedran, 
k. E. W. Main, G. E. Martin, Margaret J. Mayell, E. I. Mbamali, J. M. 
Morrison, J. Mowat, A. L. Muir, J. R. Nolan, D. F. Osler, Valerie T. 
Owen, A. M. Patel, Agnes C. Patterson, D. A. Pemberton, A. G. S. Philip, 
Margaret I. Phillips, J. Ponica, P. A. Redfern, E. B. Ritson, D. H. M. 
Robertson. Flora M. McK. Robertson, Myra G. Robertson, I. G. Robinson, 
R. T. Rouse, T. P. Scott, H. A. Shaibani, Fiona E. Sheldrake, Winifred I. 
Shields, E. A. W. Slater, A. McG. Smith, R. C. Coast-Smith, R. M. 


Smith, Margaret J. C. Somerville, C. F. Speirs, J. T. Taylor, Yew Wah Teh, 


G. G. Thomas, D. Thomson, A. C. H. Trickett, R. E. S. Tripney, W. S. 
Uttley, J. R. G. Watters, W. J. Whatmore, Nola B. Wheatcroft, E. 
Whitehead, Helen M. Wilson, Jean M. Wilson, R. Wilson, A. B. Young, 
Janet M. Young. 

B.D.S.—*M. A. S. Lea, M.B., B.S. 

DiecoMa IN Pustic HeatTH.—P. E. Doyle, A. D. El Beit, J. R. 
Hernandez Medina, G. W. G. Hunter, A. F. Hutchison, Elizabeth M. 
Ingles, C. L. Mootoo, A. C. Patowary, R. A. Tinedo Melendez, H. D. 
Weerasingha 

DIPLOMA IN MEDICAL SERVICES ADMINISTRATION.—H. Bastenier, M.D., 
J. E. Bielecki, Dip.Med., K. H. Fraser, M.B., Ch.B., J. St. G. Glyn, 
M.B., Ch.B., I. H. F. Murray, M.B., Ch.B., K. M. Pearce, M.B., Ch.B., 
R. A. W. Ratcliff, L.R.C.P.&S.Ed. 

DIPLOMA IN TROPICAL MEDICINE AND Hyoiene.—W. W. Baird, J. P. 
Das, A. K. Dutta, J. K. Dutta, P. K. A. Ghafoor, M. C. Gupta, R. 
Hutchison, O. N. Mehta, S. N. Mishra, C. D. Musk, N. L. Patney, H. K. 
Robertson, D. Sagar, Q. S. M. Zeya-Bin-Raza. 


The following fellowships, etc., were awarded in the Faculty 
of Medicine: Ettles Scholarship and Leslie Gold Medal in 
Medicine, Lawson Gifford Prize in Obstetrics and Gynaecology, 
and Annandale Gold Medal in Clinical Surgery, J. A. Clarke. 
Scottish Association for Medical Education of Women, Buchanan 
Scholarship in Obstetrics and Gynaecology, and Dorothy Gilfillan 
Memorial Prize, Margaret J. C. Somerville. MacGregor Gold 
Medal, Ash Prize for Oral Pathology, and William Guy Medal 
for Anaesthetics and Extractions, M. A. S. Lea. Mouat Scholar- 
ship in the Practice of Physic, H. C. Drysdale. Murchison 
Scholarship in Clinical Medicine and Beaney Prize in Anatomy 
and Surgery, G. W. K. Donaldson. James Scott Scholarship in 
Obstetrics and Gynaecology, 1. R. Grant. Conan Doyle Prize, 
D. P. Knobel. Keith Memorial Prize in Systematic Surgery, J. A. 
Barrowman. Pattison Prize in Clinical Surgery, Margaret J. 
Mayell and Margaret J. C. Somerville (equal). Wightman Prize 
in Clinical Medicine, Margaret J. Mayell. Murdock Brown 
Medal in Clinical Medicine, W. Gray. Royal Victoria Hospital 
Tuberculosis Trust Gold Medal, A. A. H. Lawson. Graduate 
Research Fellowships, A. H Banton, A. D. Gupta. Sir David 
Wilkie Research Fellowship in Surgery, L. W. Coppleson. 
Graduate Research Scholarships, D. G. D. Barr, Isobel R. Card, 
A. W. Dellipiani, P. W. Kershaw, M. B. Smith. Graduate 
Travelling Scholarship, G. D. Matthew. Gunning Victoria 
Jubilee Prize in Pathology, J. R. Philp. Sir Robert Jones Prize 
for Orthopaedic Surgery, P. W. R. Petrie. Lawrence Poole Prize 
in Rehabilitation after Poliomyelitis, V. Nickel. William Leslie 
Prize in Medicine, W. H. Price. William Leslie Prize in Surgery, 
R. Lévy. Greig Medal for Tropical Medicine, N. L. Patney. 

1Highly commended for thesis. *Commended for thesis. *With honours. 
4In absentia. 


QUEEN’S UNIVERSITY OF BELFAST 


At the Summer Graduation Ceremony held on July 6 the 
following degrees were conferred : 


M.D.—D. W. Barron, G. J. A. Edelstyn, J. MacD. G. Harley, T. 
Horner, C. B. Kidd. 

M.B., B.Cu., B.A.O.—S. E. G. Ankrah, M. J. Armstrong, J. P. Balmer, 
J. D. Biggart, G. D. Burns, D. A. Canavan, E. N. Chidume, Mary P. 
Collis, J. McM. Cross, R. J. Doherty, S. S. A. Fenton, W. P. Ferguson, 
D. A. Forbes, L. Freedman, J. D. George, C. E. Hall, Isabel A. C. 
Henderson, 1. Hidvegi, B. R. T. Huey, K. J. Hutchison, D. M. Jenkins, 
I. H. Johnston, L. de L. Jordan, M. Khan, J. W. D. Knox, T. P. Lambe, 
Chong Mob Lee, R. A. Loane, Daphne C. Lowe, Kathleen W. Lowe, 
G. O. McAuley, Jean W. McClefland, * W. McCrea, J. O. he McHugh, 
Kathleen J. Major. Margaret Morrow, M. Owens, G. A. Oyemade, 
Cc. M. Pillay, Matilda D. Porter. J. . Quinn, M. S. a. B, 7 2 
Robinson, W. R. Rowney, A. C. Scott, Jeanetta M. Shannon, Emma F. A. 
Spencer, W. E. Stewart, J. Templeton, W. Thompson, W. F. M. Wallace, 
D. R. Whitla. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College held on July 18, with the 
President, Dr. J. D. S. Cameron, in the chair, D. J. Guthrie, 
M.D., F.R.C.S.Ed., was elected a Fellow of the College. 


The following were elected Members of the College: 

G. I. Scott, J. K G. Macarthur, H W. Chadfield, M. K. Pai, S. El D. 
Shaaban, J. C. Brocklehurst, C. Cohen, R. D. Gope, J. S. Whiteley, 
N. A. Todd, A. K. B’swas, D. G. Brown, Md. A. Mannan, D. G. Massey, 
_. Koilpillai, R. S. Parmar, J. A. Aitken, J. S. Garrow, L. K. Simango, 

. Das. N. Parameshwaran, S. M. Tucker, C. D. Jacob, R. W. 
oe Vv. B. Whittaker, R. J. W. Ryder, A. R. Levin, J. R Clarke, 
P. W. Sundin, C. S. Ayoub, Kin Tint, G. Jacob, J. S. Murrell, Margaret J. 
King, Wai-On Phoon, J. C. Scott, A. M. Barlow, J. M. Bridges, 1. D 
Huskisson, B. Phillips, N. M. Khan, S. Mitra, Enid L. Denbow, M. 
Deshmukh, H. C. Fowhe, G. H. Ewing, A. L. Linton, P. N. Ratan, 
D. Mathuranayagam, D. C. Fluck, G. W. Beveridge, P. C. Robertson, 
K. M. Patel, Yan Yoong Hooi-Yoong, Guat Siew Lee, Boyne M: Ince, 
N. G. Katzen, M. N. Khan, R. S. Mellick, J. I. Balla, W. J. Irvine, O. P- 
Bhargava. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 


The following have been admitted Diplomates in Child Health: 


L. B. Bannister, wong J A. Brown, Alison R. Coutts, L. J. Dooren, 
A. Iftikhar, S. S. Kumar, V. Kumar, J. D. H. Mahony, W. T. K. Sellar, 
M. T. Shaw, A. Shukla, A. N. Songkhla, T. A. A. Witri. 
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Vital Statistics 
—_——— 500} 
| Highest 1952-60 ry 
w rey 
Industrial Accidents and Diseases gm 400 iF co 
The number of workpeople (other than seamen) in the ue t ; ‘. 
United Kingdom whose deaths from accidents in the course 2 300} ' \ 
of their employment were reported in June was 94, com- & [ 7 5 
pared with 92 in the previous month and 102 in June, 1960. & / \ 

The numbers of cases of industrial diseases in the United ~*~ 200} ! \ 
Kingdom reported during June were as follows: lead l 1961 ; wma" 
poisoning 6, manganese poisoning 1, compressed-air illness : a 
5, epitheliomatous ulceration 20, chrome ulceration 13: 100 \. 
total 45. There were no deaths. og r a 


Infectious Diseases 


Areas where the numbers of notifications were high in the 
latest two weeks for which figures are available. 


Week Ending 


Dysentery July 15 July 22 
Lancashire ae ns “e 83 77 
Bolton C.B. ae = nak 3 12 
Liverpool C.B._... ahi as 16 25 
Urmston U.D._... ae vy 0 10 
Nottinghamshire _... “a ee Fn 22 
Carlton U.D. eds the oon l 10 
Staffordshire er a A 20 26 
Newcastle-under-Lyme M.B. 10 23 
Surrey 2 i aos sid 8 23 
Egham U.D. os we a 0 14 
Glasgow ae ea sei oe 64 87 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during 
the years 1952-60 are shown thus ------ , the figures for 
1961 thus Except for the curves showing notifica- 
tions in 1961, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 





MEASLES 






30000;- 





NUMBER OF CASES 


itiniee 


Lowest 1952-60 ““"*reeveserereeete"*erere 

<n TYTTTTITITTT.4tT me TTTTTITTIT ITT. 

16 20 28 36 40 44 48 82 
WEEKS 


TT 





Oe ieee eins el ene See 
Samat 




















omy eB 2 16 2024 2B S236 40 44 4B SR 
WEEKS 
[ MENINGOCOCCAL INFECTION 
80 
v 
uw 
< 
(=) 
uw 
o 
« 
2 
= 
J 
=z 
| Lowest 1952-60 > 
TT a | TTT TTT TTT TTT TTTTTTTTTTIOTITITT TITTY 
Ory ee 6 20 24 3236 40 44 «48 SZ 
WEEKS 
6000; WHOOPING COUGH 
5000; 
ROR 
! WSS Me 
ra 4000- ! ¥ \ Highest 1952-60 
< 7 os i 1 
e Pion em ef “4 \ 
S 3000+ Ps i, a 7 : 
< F i vw 4 rls 
w t ; a ’ ‘ 
J i ao “e 
= 2000; 4 
TUTTTTTTITWTT TTITTTTITI1TITTT TUTTI TTT TT TT TTT TT TTT 
OTT I gee Se 36 4044 4852 
WEEKS 


Births and Deaths in Scotland 


The birth rate in Scotland during the first quarter of 1961 
was 19.9 per 1,000 population, 0.3 above the average of the 
five preceding March quarters. The infant mortality was 
30 per 1,000 registered live births—above the rate of the 
corresponding quarter of the preceding year. The death 
rate was 14.6 per 1,000 population, which was 1.3 more 
than in the first quarter of 1960 and 0.2 above the average. 
Of the 335 deaths ascribed to the principal epidemic diseases 
318 were due to influenza, 7 to meningococcal infections, 
6 to measles, and 3 to whooping-cough. Deaths from 
respiratory tuberculosis numbered 146, 10 fewer than in the 
preceding first quarter. 755 deaths were due to violence, 
and 383 of these were attributed to home accidents and 135 
to motor-vehicle accidents. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending July 15 
(No. 28) and corresponding week 1960. 


Figures of cases are for the countries shown and London administrative 


county. Figures of deaths and births are for the whole of England and 
Wales (London included), London administrative county, the 17 principal 
towns in Scotland, the 10 principal towns in Northern Ircland, and the 14 


principal towns in Eire 
A blank space denotes disease not notifiable or no return available. 


The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Hea!th 
and Local Government of N. Ireland, and the Department of Health of Eire 


























1961 1960 
CASES “Sah | 2 oe ee g 
sei siei= i elas /eigisie 
ae gw ia| Z oiae | vn Zz Ww 
Diphtheria 5 2 0 0 2 0 1 c 
Dysentery 403 45 119 4 1 | 634 63 108 > 8 
Encephalitis, acute 7 0 0 | 6 1 0 0 
Enteric fever: 
Typhoid 5 0 0 0 1 0 0 0 
Paratyphoid 4 2 1(B) 0 3 0 0 0 
Food-poisoning 278 39 15 0 | 243; 21 26 5 
Infective enteritis or 
diarrhoea under 
2 years 11; 29 13. 26 
Measles* 12.435 210 66 213 114] 2,703 107 59 1 8 
Meningococcal in- - 
fection 7 0 18 I 14 0 1 
Ophthalmia neona- ae Ne 
torum 17 1 4 0 27 1 5 0 
Pneumoniat 162 9 53 | 145 7| 71 : 0 a“ 
Poliomyelitis, acute ot 
Paralytic 8 ! Ol 1S 5 3 1 
Non-paralytic 2 0 oF “ru 2 1 } 9 5 
Puerperal fever§ 139, 23] 10, 1/ | 197) 24) 10; 2) 
Scarlet fever 295| 22} 26 5 7[ 422| 21/ 43{ 3| 16 
Tuterculosis: eS Te ee 
Respiratory 386° 53 63 10 421 47, 66 II 
Non-respiratory 60 € 10 1 56 3}: 1 
Whooping-cough 416 11 4 25| 1,627| 113); 129 5 4B 
1961 1960 
DEATHS S¢i/51/1./ 8 | “siei.isz 
we elect leiss |e laiciez 
aria |AI/AZl|alase |oal/A| Z| 
Diphtheria 0 0 0 0 0 0 v0 0 0 0 
Dysentery 0 0 0 | of | oF 
Encephalitis, acute 0 0 0 - 0 
Enteric fever 0 0 0 0 1 0 7 0 i 0 ~ 
Infective enteritis or : ; i 
diarrhoea under 
2 years .. 5 1 1 0 3 1 0 0 0 0 
Influenza 1| o; of o| o s| o| of of o 
Measles i} of of o 0 1| OF Oo 
Meningococcal in- a, a 
fection 0 0 0 0 
Pneumonia 380 23, 9) 9 4] 361, 24! 13) 10 2 
Poliomyelitis, acute 0 0 0; 0 1 “0 es 0 “0 
Scarlet fever o| o| o| o 0 0 OF Oo 
Tuberculosis: ei. 
Respiratory ; f 2 af tl 4 5 5 0 I 
Non-respiratory |} 59 Os “rt aS \ s7.{ 2| 1 0 0 
Whooping-cough | o| of o| o| o 3, 0} of of ft 
Deaths O-1 year... | 281, 32) 19| 6) S| 275 20) 28, . 6 10 
Deaths (excluding Da = BAS | Be 
stillbirths) 2 8,400 631) 492; 95 104] 8,424) 643, 485) 90} 121 
LIVE BIRTHS... | 15,429/1352) 966 282 455] 15,046 | 1284 1015 272| 433 
STILLBIRTHS.. 289 17} 19 } 342) 19) 34 f | 





* Measles not. notifiable in Scotland, whence returns are approximate. 
t Includes primary and influenzal pneumonia. 
$ Includes puerperal pyrexia. 


Medical News 


New Chairman of Medical Research Council 
Lord SHAWcRossS, Q.C., is to 
be chairman of the Medical Re- 
search Council in succession to 
Lord Amory, who has been ap- 
pointed High Commissioner in 
Canada. Lord Shawcross, who 
became a member of the Council 
on August 1, was born in 1902 
and has had a _ distinguished 
career in politics and the law. As 
Attorney-General in the Labour 
Government from 1945 to 1951, 
he was Chief Prosecutor for the 
United Kingdom before _ the. 
International Military Tribunal 
at Nuremberg. He retired from 
practice at the Bar and from 
politics in 1958, {Walter Bird 











Honorary Professor of Accident Surgery, Birmingham 
University 
The title of honorary professor of accident surgery has 
been conferred upon Mr. W. C. GISSANE, surgeon-in-chief 
and clinical director of the Birmingham Accident Hospital, 
and a clinical lecturer in surgery in the University. 


Mr. Gissane was born in 1898 and was educated at St. Ignatius 
College, Sydney, and at the Universities of Sydney (where he 
qualified M.B., Ch.M., in 1925), 
Edinburgh (F.R.C.S.Ed., 1927), 
London (F.R.C.S.Eng., 1932), and 
Vienna. He was elected to an 
Honorary Fellowship of the Royal 
Australasian College of Surgeons in 
1960. He was surgeon specialist in 
accident surgery to the London 
County Council Hospital Services 
from 1938 to 1941, when he was 
appointed to his present post. He 
is an honorary director of the Road 
Injuries Research Group, a Fellow 
of the British Orthopaedic Associa- 
tion, and a Fellow of the British 
Association of Plastic Surgeons. 
In 1952 Mr. Gissane gave the 
inaugural Joseph Henry Lecture at 
the Royal College of Surgeons of 
England. He visited Australia and 
New Zealand as the Sir Arthur Sims Commonwealth Travelling 
Professor in 1959, and in 1961 gave the Robert Jones Lecture 
at the Royal College of Surgeon of England. The Professorship 
is believed to be the first of its kind in the world. 





Bicentenary of Gloucestershire Royal Infirmary 

On July 18, 1761, the original buildings of the Gloucester 
Infirmary were opened in Southgate Street at a cost of 
£6,200. On that day a Service of Dedication was held in 
Gloucester Cathedral and there followed a dinner at a local 
hotel presided over by Sir George Onesiphorus Paul. The 
Gloucester, Stroud, and the Forest Hospital Management 
Committee in considering how to celebrate the bicentenary 
of this notable event in the city’s history decided to follow 
so far as possible the pattern of 1761. A Service of Thanks- 
giving was held in Gloucester Cathedral on July 18, 1961, 
when the BisHop OF GLOUCESTER preached the sermon. At 
a reception held after the service, the chairman of the 
management committee, Mr. T. L. LAWRENCE, in welcoming 
the guests, paid tribute to all those who, by their spirit of 
dedicated service, had for two centuries kept the doors of 
the hospital open night and day for all who were in need 
of its help. Other celebrations included an exhibition which 
had been arranged by the Gloucester City libraries in the 
hospital board room. The exhibition covered a wide range 
and included old deeds of the land and buildings, minute 
books going back for more than 200 years, and a collection 
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of old surgical instruments loaned by the Royal College of 
Surgeons. A local historian, Mr. BRIAN FRITH, has written 
a short history of the hospital to mark the occasion. 


Associate Professor of International Health, Harvard 
University 
Dr. J. S. MCKENZIE POLLOCK, director of health, United 
Nations Relief and Works Agency for Palestine Refugees, 
has been appointed associate professor of international 


health at Harvard University. 


Dr. McKenzie Pollock is 45, and qualified M.B., Ch.B. from 
Glasgow University in 1942, taking the University’s D.P.H. in 
1948. In 1952 he received an M.Sc. 
in epidemiology from Harvard Uni- 
versity. For three years before the 
British Mandate ended in Palestine 
in 1948, Dr. Pollock was Senior 
Medical Officer in the Haifa district 
of Palestine. He has been Chief 
Medical Officer of the British 
Solomon Islands Protectorate in the 
South Pacific, and spent four years 
as Public Health Administrator in 
W.H.O.s Regional Office for South- 
east Asia in New Delhi. His previous 
post has involved running the medi- 
cal services programme for more 
than one million Palestine refugees 
in Jordan, the Gaza Strip, the 
Syrian region of the United Arab 
Republic, and Lebanon. He was 
released from his position for four 
months last year to serve as senior 
W.H.O. representative in the Congo. 
London University Emeritus Professorships 

The title of Professor Emeritus has been conferred on 
Professor L. P. Garrop, professor of bacteriology at 
St. Bartholomew’s Hospital Medical College since 1937; 
on Sir AUSTIN BRADFORD HILL, F.R.S., professor of medical 
statistics at the London School of Hygiene and Tropical 
Medicine since 1945, and honorary director of the Medical 
Research Council’s Statistical Research Unit; and on 
Professor F. R. Winton, professor of pharmacology at 
University College since 1938. 





Human Tissue Bill 

The Human Tissue Bill received the Royal Assent on 
July 27, and it will come into operation in two months’ time. 
The Act extends to Scotland but not to Northern Ireland. 
It repeals the Corneal Grafting Act, 1952. (See B.M.J., 
July 29, p. 316.) 


Maccabaean Prize and Medal 

Entries are invited for the 1962 Maccabaean Prize of 25 
guineas and a bronze medal, which is awarded annually 
by the Faculty of the History of Medicine and Pharmacy 
of the Worshipful Society of Apothecaries of London. 
Competitors, who must be under 30 years of age on 
March 15, 1962, will be required to submit before that date 
an essay of not more than 6,000 words on any subject 
connected with the history of medicine or pharmacy. Entry 
forms, which must be completed and returned before 
October 15, and further details may be obtained from the 
Honorary Secretary of the Faculty, Dr. F. N. L. POYNTER, 
Wellcome Historical Medical Library, Wellcome Building, 
Euston Road, London N.W.1. 


National Old People’s Welfare Council 

The National Old People’s Welfare Council comes of age 
this year. In 1940 there were some 54 million people of 
pensionable age, now there are 74 million, and in 20 years 
the figure is likely to rise to 94 million. The Council 
continues to stress the need for co-operation between 
statutory and voluntary services, and gives in an appendix 
extracts from its memorandum on “ Council, Committees, 
and Concern for the Old: a Study of the Provision, Extent, 
and Co-ordination of Certain Services for Old People in the 
County of London.” (Annual Report for the year ending 
31st March, 1961, price 1s. 6d. from the Council at 26 
Bedford Square, London W.C.1.) 


a. Council for the Unmarried Mother and her 
h 

The council’s Forty-first Annual Report draws urgent 
attention to its financial position: “‘ Unless we are helped,” 
it says, “ we shall be without reserve funds by 1963-4. This 
state of affairs must be speedily resolved as we do not see 
to whom those who depend on us could turn in the event 
of our extinction.” The number of applications for help 
has increased more rapidly than can be explained by the 
comparatively small increase in the numbers of illegitimate 
births, but an analysis of the figures shows that it is not true 
that far more applications are coming from younger girls, 
or those from overseas, particularly coloured people. The 
report suggests that the growth in numbers is due rather 
to an increasing public interest in human problems, perhaps 
fostered by modern means of communication. The.council’s 
address is 255 Kentish Town Road, London N.W.5. 
Penicillin in Milk 

The 1960 Report of the Milk and Milk Products Technical 
Advisory Committee notes that considerable concern has 
been expressed about the incidence of antibiotics, particu- 
larly penicillin, in milk, and says that its Milk Hygiene 
Subcommittee is undertaking a survey this year on penicillin 
levels in farm milk on arrival at the creamery. The survey 
covers about 25,000 milk producers supplying some 40 
creameries in England and Wales in addition to the 
producers supplying five creameries in Scotland. The 
Ministry of Health’s advisory bacteriologists are partici- 
pating in the scheme. Copies of the Report may be obtained 
from the Committee, Ministry of Agriculture, Fisheries and 
Food, Great Westminster House, Horseferry Road, London 
S.W.1. 


Journals Wanted by Athens Children’s Hospital 

The Children’s Hospital “Aghia Sophia” in Athens, 
where many Greek doctors get their postgraduate training 
in paediatrics, is trying to establish a medical library. It is 
particularly anxious to obtain back numbers of the B.M.J., 


. Abstracts of World Medicine, and the other specialist 


journals published by the B.M.A, Those who would like 
to donate unwanted sets are asked to send them to the 
Library, Children’s Hospital, “ Aghia Sophia,” Athens, 
Greece. 


“ British Medical Bulletin ” 

The most recent issue of the British Medical Bulletin is 
concerned with, and entitled, “ Foetal and Neonatal Physio- 
logy.” Professor R. A. McCance, F.R.S., one of the 
contributors, points out in the preface that advances in this 
field have been so rapid in the last 40 or so years that 
many of the contributors to this symposium were colleagues 
of James Gamble and Sir Joseph Barcroft, and their 
influence can still be seen in many of its pages. Professor 
J. H. Burn, F.R.S., acted as chairman of the committee that 
planned the symposium, and Professor K. W. Cross was 
the scientific editor. “ Foetal and Neonatal Physiology ” 
may be obtained from the Medical Department, British 
Council, 65 Davies Street, London W.1. It costs £1. 


“Problems of Psychology ” 

Problems of Psychology is a new quarterly journal 
sponsored and assisted by the British Psychological Society. 
It will contain selected papers translated from Voprosy 
psikhologii, a Russian journal which began publication in 
1955. It is published by Pergamon Press for Pergamon 
Institute, and subscription inquiries should be sent to the 
Press at Headington Hill Hall, Oxford. The rate is £5 
annually for private subscribers, and £15 for libraries. 


“Family Doctor” 

The August issue of Family Doctor is now on sale at 
a cost of Is. 6d. It includes articles on the medical and 
safety aspects of summer holidays by Dr. J. EARLE, on travel 
sickness by Mr. D. F. N. HARRISON, on energy by Dr. K. C. 
HuTcuHIN, on heart operations by Professor A. L. d’ABREU, 
on athletic success by Dr. J. M. TANNER, and on the grafting 
of living organs by Mr. J. FEARNLEY. 
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“ Minerva Dictologica ” 

The new Italian quarterly journal, Minerva Dietologica, 
will be concerned with problems in biochemistry, biology, 
chemistry, clinical nutrition, and food technology. It will 
be published bi-monthly in 1962. The subscription rate is 
L.4,500, and inquiries should be sent to the Publishers, 
Minerva Medica, 83-85 Corso Bramante, Turin, Italy. 


“Revista Espaiola de Neuropsiquiatria Infantil” 

This new Spanish quarterly journal is edited by Dr. A. 
SANMARTIN and published by the Escuela Departamental de 
Puericultura. Subscription inquiries should be sent to 
Redaccion y Administracién, Boteros, 53, Seville, Spain. 
The rate is 250 pesetas. 


Grants, Gifts, and Bequests 

Friends of the late Dr. Dorothea Walpole, the first woman 
doctor appointed to the Student Health Service, have 
endowed an annual prize at Edinburgh University for 
women undergraduates in the subject of general practice. 


People in the News 

> Dr. CLARENCE E. HuBAn’s appointment to M.B.E. (Civil 
division) for public services in Trinidad was announced in 
the Birthday Honours this year. Dr. Hubah is chairman of 
the Southern Division of the Trinidad and Tobago Branch 
of the British Medical Association. 

> Sir Harry PLatTrT is to be chairman of the Committee on 
Nurse Education which is shortly to be set up by the Royal 
College of Nursing. 


COMING EVENTS 


3rd World Congress, International Federation of Gynae- 
cology and Obstetrics.—Vienna, September 3-9. Details 
from Congress Secretariai, Medizinische Akademie, 4 
Alserstrasse, Vienna IX, Austria. 


British Diabetic Association—Medical and _ Scientific 
Section’s autumn meeting, Birmingham, September 29-30, 
including symposium on “ Diabetic Renal Disease.” Details 
from Secretary of Section at 152 Harley Street, London W.1. 


“Rehabilitation of the Amputee.”— Autumn courses, 
Limb Fitting Centre, Queen Mary’s Hospital, Roehampton: 
orthopaedic consultants and senior registrars, October 30— 
November 3 (inclusive); physical medicine consultants and 
geriatricians, October 4 and 5. Applications to Principal 
Medical Officer, Artificial Limbs and Appliances (Med. 7), 
Queen Mary’s Hospital, Roehampton, London S.W.15. 


Ist Belgian Anaesthesia Congress and 3rd Congress of 
Association of European Anaesthetists—Namur, October 
5-8. Details from Dr. J. p—E VmLe pe Goyet, 3 Avenue 
de la Vecquée, Namur, Belgium. 


Manchester Royal Infirmary Old Residents’ Club.— 
Meeting, October 7, Midland Hotel, Manchester. All 
ex-residents will be sent particulars. 


2nd International Congress of Neurological Surgery.— 
Sponsored by World Federation of Neurosurgical Societies, 
Washington, D.C., U.S.A., October 14-20. Details from 
Dr. BRONSON S. Ray, 525 East 68th Street, New York 21, 
N.Y., U.S.A. 


4th International Congress of Allergology—New York 
City, October 15-20. Subjects include genetics in allergy ; 
acquired tolerance ; transplantation immunity ; drug hyper- 
sensitivity ; contact allergy ; general mechanisms in allergy ; 
mechanisms of antibody fixation ; delayed hypersensitivity ; 
auto-immune processes ; steroid therapy; new methods in 
allergy. Details from Dr. W. B. SHERMAN, 60 East 58th 
Street, New York 22, N.Y., U.S.A. 


Society of Cardiological Technicians of Great Britain.— 
Annual exhibition of cardiological apparatus. October 27, 
5.30-9 p.m. ; October 28, 9.30 a.m.—1 p.m., Londoner Hotel, 
Welbeck Street, London W.1. 


NEW ISSUES OF SPECIALIST JOURNALS 


The journals listed below are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London W.C.1. 


MEDICAL AND BIOLOGICAL ILLUSTRATION 


Frontispiece. 
The Royal Hospital of Saint Bartholomew. Norman K, Harrison, 
Medical Photography in the Nineteenth Century. Alison Gernsheim. 
The Peripheral Fundus as Seen by Binocular Indirect Ophthalmoscopy. 
William J. Stenstrom. 
A New Close-ap Camera, P. M. Caudell. 
Analysis of the Food of the Starling by Remote-control Photography. 
M. Novacek and K. Hudec 
Colour Cinematography of the ‘Amnion of the Developing Chick. R. E. 
McCafferty and R. L. Cain 
Andi Partem Alteram. 
Equipment and Methods 
A Versatile Intra Oral Camera Assembly. 
Miniature Slide Files. 
“ Stripmask * Photo-lacquer. 
Presstape Splicer. 
Ultraviolet Blackboards, 
Polaroid Land Cameras and Materials. 
Plastic Pipe Clip. 
High Speed Ektachrome 16 mm. Cine Film. 
Electric Pointers, 
Abstracts. 
Book Reviews. 
Motion Pictures. 
Reports and Proceedings. 


Volume 11, No. 3. (Quarterly; £3.) 


BRITISH HEART JOURNAL 


The Surgical Treatment of Pulmonary Stenosis. Sir Russell Brock. 
Coronary Embolism and Angina in Mitral Stenosis. Celia Oakley, Rauf 
Yusuf, and Arthur Hollman. 
Hypertension after R of Coarctation of the Aorta. Carl J. 
Ingomar and Erik Terslev. 
ledical 


and Surgical Treatment of Mitral Stenosis. 


Rheumatic Heart Disease in the Sudan. A. M. Halim and John E. Jacques. 
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SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @. 
Application should be made first to the institution concerned 


Friday, August 11 


INSTITUTE OF DISEASES OF THE CHEST.—S5S p.m., Dr. Howard Nicholson: 
clinical demonstration. 


APPOINTMENTS 


LrverPoo. REGIONAL HospitaL Boarp.—J. C. Holden, M.R.C.S., 
L.R.C.P., D.P.M., Whole-time Consultant Psychiatrist to Winwick Hospital ; 
E. C. Edwards, M.D., Ch.M., F.R.C.S., F.R.C.S.Ed., Part-time Consultant 
Urological Surgeon (5 sessions per week) to Sefton General Hospital ; 
Elisabeth Rees, M.D., Part-time Consultant Venereologist (2 sessions per 
week) to Bootle Hospital ; J. M. Kodicek, M.B., B.S., F.R.C.S., Part-time 
Consultant Otorhinolaryngologist (2 sessions per week) to Warrington 
General Hospital. 





BIRTHS, MARRIAGES, AND DEATHS 


DEATHS 


Carleton.—On July 17, 1961, Hugh Hadfield Carleton, D.M., F.R.C.P., 
late of Robin Hill, West Hill, Wraxall, Somerset. 

Fleet.—On July 15, 1961, Andrew Binny Fleet, M.B., Ch.B., of 15 Walker 
Street, Edinburgh, aged 85. 

Kempton.—On July 12, 1961, missing, presumed drowned, John Joseph 
Kempton, M.B.E., M.D., F.R.C.P., of Ruscombe, Berks, aged 52. 
Morgana.—On July 14, 1961, at Bude, David Stewart Morgan, M.R.CSS., 

L.R.C.P. 
Phillips.—On July 15, 1961, Alfred Percy Phillips, M.R.C.S., L.R.C.P., 
of Kandy House, Reading Road North, Fleet. 
ard.—On July 16, 1961, Eleanor Shepheard, M.B., » aged 88. 
Snell.—On July 13, 1961, at his nee, 140 Spilsby Sosa pte Lincs, 
Eric Peter Shipstone Snell, B.M., B.Ch. 
Thomson.—On July 16, 1961, at Western General Hospital, Edinburgh, 
William Thomson, M.B., Ch. B., late of Gringley-on-the-Hill, Doncaster. 
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We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Tuberculous Food-handlers 


Q.—What risks do customers in restaurants run from 
consuming food and drink which has been handled by 
someone with active tuberculosis ? 


A.—There is probably relatively little risk of infection by 
way of food. Animal experiments show that a very much 
larger infecting dose of bacilli is required to produce 
disease by the alimentary route than by the respiratory 
route. The main danger probably lies in the risk to 
customers from waiters, barmen, etc., who may infect the 
customers by the respiratory route. 


Fainting During Dental Treatment 


Q.—On two occasions, after about ten minutes’ dental 
drilling, an otherwise healthy patient suddenly turned pale, 
sweated profusely, and lost consciousness for about 
15 seconds. On the second occasion he also had a 
generalized but not severe convulsion lasting about 
15 seconds with loss of consciousness. Would it be advis- 
able to continue with the crowning of the tooth, for which 
the drilling was being done, or would it be best to extract 
it ? 

A.—A vaso-vagal fainting attack is the most likely diag- 
nosis in this case. The points that indicate this are that the 
patient is otherwise healthy and that his two attacks of 
malaise, sweating, and subsequent brief period of uncon- 
sciousness have both occurred in the dental chair. Dental 
treatment is well’ recognized as a stimulus that may 
precipitate a faint. A point against the diagnosis is the 
convulsion. But this was not severe and possibly did not 
amount to more than the slight twitching which sometimes 
accompanies a profound vaso-vagal faint. 


The mechanism of acute hypotension from emotion in the 
dental chair before and during nitrous oxide anaesthesia was 
described by Professor Sharpey-Schafer and Dr. Hayter.’ 
They showed that fear of the dental chair was the factor 
precipitating arterial hypotension and vasodilatation in the 
forearm, and that the final mechanism was the vaso-vagal 
fainting reflex. 


The presence of organic disease should be excluded in 
this patient before any further dental treatment. It is 
unlikely that extraction instead of crowning of the tooth 
might avoid further trouble, because, if fear of the dental 
chair is the precipitating factor, fainting is just as likely to 
occur with either procedure. An effective sedative given 
before treatment and full local anaesthesia, as required, will 
probably prove the most effective answer to the problem.’ 


REFERENCES 


' Sharpey-Schafer, E. P., and Hayter, C. J., Brit. Heart J., 1958, 20, 583. 
2. —— and Barlow, E. D., Brit. med. J., 1958, 2, 878. 


Cures for Cataract 


Q.—I have heard that maize oil has the effect of clearing 
lens opacities. Is this correct, and, if so, what doses are 
recommended ? 


A.—It is easy for charlatans and fanatics to impose on 
credulous laymen by claiming that they can disperse cataract. 
These claims have never been substantiated. Occasionally 
we find, arising from trauma or from certain metabolic 
disorders, lenticular disturbance mapped out in a pattern 
of fluid vacuoles. Such changes are sometimes reversible, 
but true cataract cannot be dissolved by drugs, whether 


these be topically or systemically administered. Many 
members of the public have also been fleeced by people 
who claim that certain remedies, although they may not 
disperse existing opacities, will at any rate prevent a partial 
cataract from extending. The truth is that many types of 
lens opacity are harmless and stationary, and many instances 
of senile cataract advance very slowly, so that the victim 
may still be enjoying good vision for years after opacities 
were first detected. 


Bretylium Tosylate and Parotid Pain 


Q.—A woman aged 64 who had been taking bretylium 
tosylate for six months began to complain of parotid pain 
when eating. The pain has continued, despite stopping the 
drug, and is unrelieved by analgesics and antispasmodics. 
What can be done for it? Would destruction of the parotid 
glands by radiotherapy be effective ? 


A.—Unfortunately, parotid pain following administration 
of bretylium tosylate is of frequent occurrence and often 
persists for long periods.’ In some cases pain may continue 
for more than 12 months, but usually thereafter gradually 
subsides. No treatment has been of any particular avail. 
I am unaware that anyone has advised destruction of the 
parotid glands, but, in view of the probability of spontaneous 
regression, I would be against such a destructive and 
irreversible measure. Meanwhile, reassurance, sedatives, and 
analgesics are all that can be recommended. 

REFERENCE 
1 Lowther, L. P., and Turner, R. W. D., Brit. med. J., 1960, 2, 1049. 


Precipitating Menstruation 


Q.—! know that menstruation can be delayed temporarily 
by hormone administration. Is it possible to bring it on 
before time? If so, what preparations may be used and 
in what dose ? 


A.—To do this would necessitate suppressing ovulation 


* during the cycle treated. This could be done by giving 


stilboestrol, 1 mg. three times a day (or another oestrogen 
in equivalent dosage), beginning on the first day of the 
preceding menstrual period and continuing for 15 or 16 
days. If treatment were then suddenly stopped, uterine 
bleeding would be likely to start between the 18th and 
23rd days. A similar effect could probably be obtained by 
giving, instead of stilboestrol, proprietary tablets containing 
norethynodrel combined with ethinyl oestradiol from the 
Ist to 16th days of the cycle. 

It may be added that, when a woman is subjected to 
laparotomy during the second half of the cycle, removal of 
the corpus luteum nearly always precipitates menstruation 
within 48 hours. 


Relief of Polyuria in Diabetes Insipidus 


Q.—Is there any preparation which lessens the polyuria 
in diabetes insipidus ? 


A.—A preparation of vasopressin is usually effective in 
relieving the polyuria of diabetes insipidus. This may be 
given either as snuff or as injections of pitressin tannate in 
oil, 0.5-1 ml. being the usual dose. The effect lasts several 
hours and the patient soon learns to adjust the dose 
accordingly. 

Occasionally reactions or resistance develops to vaso- 
pressin, and one of the thiazide diuretics may then be tried 
in the usual doses. It seems at first sight illogical that 
diuretics should be beneficial, but they probably act by 
causing a reduction in plasma volume and glomerular 
filtration rate as a result of the sodium loss.'* The possi- 
bility of potassium depletion should be borne in mind if 
these drugs are used. 

REFERENCES 


1 Crawford, J. D., Kennedy, G. C., and Hill, L. E., New Engl. J. Med., 
1960, 262, 737. 
2 Havard, C. W. H., and Wood, P. H. N., Brit. med. J., 1960, 1, 1306. 
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Inheritance of Fragilitas Ossium 


Q.—What is the hereditary nature of fragilitas ossium ? 
Is there any tendency for it to be transmitted through males 
or females ? 


A.—Fragilitas ossium (or osteogenesis imperfecta) in 
nearly all, perhaps all, cases is due to a dominant mutant 
gene.'”* This is probably true also of the congenital forms 
(Vrolik’s disease), though the lethal nature of this most 
severe variant of the disorder makes genetic study difficult. 
The condition is transmitted equally through males and 
females. 

REFERENCES 


* Seedorff, K. S., Osteogenesis Imperfecta, 


Copenhagen. 
2 Sm4rs, C., Osteogenesis Imperfecta in Sweden, 1961. Stockholm. 
3 Komai, T., Kunii, H., and Ozaki, Y., Amer. J. hum. Genet., 1956, 8, 110. 


1949. Ejmar Munksgaard, 


Pilonidal Sinus 


Q.—What is the latest treatment for pilonidal sinus, 
particularly one which has failed to heal with surgery ? 


A.—The use of the word “latest” in this query seems 
to imply “ improved and reliable,” but the cynical answer is 
that the “ latest’ treatment is the last one employed, for this 
condition is notoriously intractable and a considerable time 
has to follow any method of treatment before a permanent 
cure can be claimed. The latest treatment may therefore 
turn out in the long run to be no real improvement. 

The injection of caustics, application of diathermy to 
probes introduced into the sinus, irradiation, and other 
non-surgical treatments have all failed to produce lasting 
results, and so the choice of treatment still seems to rest 
with surgical excision, which must, of course, be surprisingly 
widespread. Probably the method which has given better 
results than most is an extensive excision extending down 
to the periosteum followed by slow healing of the cavity 
left behind by secondary intention attained by keeping it 
well packed for several weeks. Although primary suture 
is often practised, and may occasionally be successful 
especially in primary cases without secondary sinuses, it is 
too uncertain to recommend as a routine. In some 
American clinics an attempt at marsupialization is made 
by creating a wide channel down to the sinus and its rami- 
fications and then leading the skin edges in to the margins 
of the sinus. 

Whatever method is used, the presence of many secondary 
openings will make the result less certain, for the attempts 
to delineate the ramifications with injected dyes or by 
x-rays after lipiodol injections are not so helpful as they 
might theoretically suggest. 


Intercurrent Infections in Diabetics 


Q.—When a stabilized diabetic develops a_ febrile 
infection, such as influenza, tonsillitis, or bronchitis, and is 
unable to eat proper meals, should one increase the insulin 
and carbohydrate intake, assuming that urine tests show an 
increase in glycosuria ? 


A.—Yes, the two should be imcreased. In general, any 
infection tends to mcrease the need for insulin and carbo- 
hydrate. Ideally the patient should be treated with soluble 
insulin, covered by carbohydrate in liquid and easily assimil- 
able form, during the period of infection. It is perhaps 
worth noting that there are those who advocate admission 
to hospital for more than the mildest intercurrent infection, 
to emphasize the gravity of such complications in the 
diabetic. 


Local Hydrocortisone in Burns 
Q.—What are the indications for using hydrocortisone 
locally on burns ? 
A.—There is no scientific or clinical evidence that hydro- 


cortisone locally is of any benefit in the treatment of 
burns. 


NOTES AND COMMENTS 


Intervals Between Combined Vaccine Doses.—Dr. D. W. 
Foster (Pontypridd, Glam.) writes: I was very surprised to read 
the answer given (“‘ Any Questions ? ” June 24, p. 1843) as to the 
allowable interval between doses of “combined” vaccines. I 
have always been under the impression that considerably longer 
intervals than those suggested by your expert were permissible 
between injections. In any event I would hardly think it neces- 
sary to “start the course afresh’ as was recommended; surely 
an additional injection would often be sufficient. It would be 
interesting to have some further information on this subject, as 
it is one of considerable importance. 


Our Expert replies: The chief difficulty is in deciding just 
when an interval is “ too long.” There is great individual varia- 
tion in the immunological responses to injections, and, in 
consequence, some differences of expert opinion as to what 
interval is unsafe or unwise. but the following considerations 
are important: (1) If an infant is under 6 months of age when 
immunization is started, three properly spaced doses of DP/ Vac 
or DTP/Vac are recommended, with the proviso that a fourth 
dose is necessary after a long interval—at, say, 15-18 months.’ 
The risk that maternally transmitted antibodies may interfere with 
the response to the diphtheria component is increased if only two 
doses are given to the young baby. (2) Diphtheria formol toxoid 
is itself a relatively weak antigen, and three doses of it are 
required for primary immunization at any age. If they are not 
properly spaced, the total effect is diminished. The pertussis com- 
ponent of the double or triple vaccine has an adjuvant effect on 
the toxoids, but, even so, two doses are insufficient. (3) If the 
first two doses of a combined vaccine are given at the 3rd and 4th 
months, and the 3rd dose a year later (16th month), this is the 
time that the vital 4th (reinforcing) dose of the recommended 
schedule should have been given: even the “ additional injection ” 
suggested by Dr. Foster would not make up for the fact that the 
reinforcement (with one or two doses) is recalling what was 
initially an insufficient primary course (only two injections of 
diphtheria antigen, possibly given at a time when there was con- 
siderable interference from maternal antibodies). The restimula- 
tion of the antibody-producing mechanism is less satisfactory 
because the previous stimulation was inadequate. (4) Defaulters 
for the 3rd injection are possibly apathetic and likely to be 
defaulters for later injections. When they do return to the clinic, 
every effort is necessary to persuade them to accept for their 
children a full schedule while the going is good. The suggestion 
that ‘“‘ an additional injection would often be sufficient ” has some 
truth in it, but it is too casual. Proper intervals between doses 
are of the greatest importance. When immunologists recommend 
three doses of DTP/Vac at 2-6 months and a 4th dose at 15-18 
months (and not merely four doses in the first 18 months), they 
know that this is a most satisfactory method of achieving the 
desired protection. They know also that improper spacing of 
doses has not always resulted in deficient immunity but that if the 
best results are to be consistently achieved the rules of the 
immunization game (based on the greatest good for the greatest 
number) must be constantly obeyed. 


REFERENCE 


1 Proceedings of a Symposium on Immunization in Childhood, 1960. E. and 
S. Livingstone, Edinburgh and London. 


Correction.—The ‘father of modern orthopaedic surgery ”’ 
referred to in the book review ‘‘ Surgery is Medicine ” (July 22, 
page 222) should have been given as Hugh Owen Thomas, not 
Tudor Owen Thomas. 
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